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SENATOR MARTHA ESCUTIA:  Good morning.  The Senate Committee on Health and Human Services will come to order.  Thank you, everyone, for being here.


Today’s hearing will focus on the issue of diabetes, specifically with regard to the Latino community and its very high incidence of diabetes.  This is an official meeting of the Senate Health and Human Services Committee but I’m the only member here.  But it doesn’t matter; I’m the only one that counts.  I’m the Chair.  (Chuckle)


I do welcome this young man, Francisco Martinez, staff with Assemblymember Cardenas, and they do have some materials out there on the table with regard to several bills that Assemblymember Cardenas has introduced, including a bill to provide an exemption from the sales tax for the purchase of diabetes equipment, the glucose monitoring, as well as the sticks.


So I thank you very much, Francisco, for being here.


As you all know, diabetes is a very serious disease that greatly impacts a lot of people and right now it’s approximately 2 million Californians, and those are the people that are diagnosed with diabetes.  We still have a whole lot of other people out there who are not diagnosed with diabetes but yet might be incredibly prone to the illness, such as myself.  I’m one of the those people who like to consider myself – well, I consider myself borderline diabetic, but my doctors consider me diabetic so we’re still kind of fighting it.  At least I am, but at least right now I’m controlling it through diet and not having to go through insulin but it runs in my family.  I’m overweight, I’m a Latina, so I have all those high-risks qualifications that make me definitely one who will probably succumb to the illness if I don’t take care of it soon.


The issue is obviously important for very personal reasons.  The issue is also very important because, when you look at all the statistics, you realize that of all the illnesses that can be prevented, this is one that can be prevented quite easily, and we can prevent obviously all these complications when it’s cardiovascular illnesses, you know, kidney failure, blindness, et cetera, so it’s an issue that I think the State of California has not done enough in terms of shedding light on this issue as being one of top priority for the public health of all Californians.  And I certainly do hope that this hearing will be the first in a series of shedding light on basically a very unglamorous illness but yet one that impacts so many Californians.


As you well know, when it comes to the State of California trying to get involved in something of this magnitude, it requires money.  However, I think that right now we are at a crossroads in the state because we have a lot of money in our state coffers, not only in terms of our surplus, but we also have a lot of money that we anticipate coming into our coffers as a result of the tobacco settlement fund, which I am one of those persons who believe that that type of money, which is $30 billion for the next 30 years, one billion dollars each year, $500 million going to the State of California, the other $400 million going to local government, I tend to believe that that type of money should be spent on health-related programs.  It is a policy decision that we soon will enter into in Sacramento, and I have introduced a bill again to see whether we can spend that tobacco settlement fund in health care programs.  I see no reason why we couldn’t spend it on issues, such as diabetes, so that we can establish a good, at the very least, a very good public information campaign on the illness as well as outreach programs to let people know that they should go in to their doctor’s office or to health clinics.

They should be screened, they should be tested.  And if they do show a propensity for diabetes or they are diabetic, they should get the care that they need or else learn how to manage the illness with knowledge and information.  The management of the illness is actually quite easy.  And obviously what we intend to accomplish in terms of medical outcomes is the prevention of further complications and that is a good thing.


What I have done in my Senate district is to initiate a community collaborative for the 30th Senate District in order to launch a comprehensive, district-wide response.  My area includes a very Latino community, such as East Los Angeles, South Gate, Huntington Park, Bell, Bell Gardens, Pico Rivera, Montebello, Whittier, Norwalk, and we have had great success in bringing in community-based clinics, hospitals, doctors, even some of our medical professionals who are very interested in trying to develop some type of a response to the illness, trying to act almost as a clearinghouse of information; at the same time, trying to become far more aggressive in terms of doing the outreach to people who perhaps might be at risk for the illness.  So I’m hoping to develop that in further detail, and I’ve had some very good partners, very good founding partners, including the California Medical Association Foundation, who has been absolutely wonderful in terms of lending us their support to establish this collaborative.


Second of all, what I have done this year is introduced a bill, Senate Bill 1320, which will respond specifically to the issue of children with diabetes.  And the reason why that issue is very important to me is because I’m beginning to read in the literature and the research that Type II diabetes, which everybody traditionally associates with adult-onset diabetes, is finding its way into children and to actually teenagers or perhaps 11- or 10-year-olds.  Young Latino children are at risk of this Type II diabetes and it’s getting to them earlier rather than waiting for them to be 40- or 45-year-old people.  So I find that incredibly disheartening and incredibly dangerous because the trends of Type II diabetes among Latinos is basically that it’s showing itself with people at a far younger age than the rest of the population.


What I would like to do for this bill is to develop some type of a consistent state policy as to how schools can accommodate children with diabetes.  Number two, I’d like to address the issue of again increasing school nurses.  And number three, I’d like to improve the nutritional standards that basically guide the school lunch programs at our schools as well as I’d like to improve the physical education standards in California schools in order to protect the children from Type II diabetes, obesity, and other illnesses.  So in order to get ourselves ready for this hearing, what I have done is organized a hearing according to several subject matters, several panels, in the hope of answering several questions.


The first question is:  What is causing the rising rates of diabetes in California?  What can be done to reduce the impact of this disease?  How are we doing as a state on treating diabetes?  How are we doing on preventing it?  And what else do we need to do in California to respond to diabetes?


As you can see from your agenda, and I hope all of you have copies of it, we have two panels.  The first panel will deal with the treatment of diabetes and other issues related to the medical care.  And the second panel will cover preventing diabetes, utilizing community-level interventions.  And I have placed a lot of focus on the community-level intervention, as you will soon hear from Dr. America Bracho in the second panel.  I’m absolutely impressed with what she has been able to do in Santa Ana with regard to identifying people, bringing them into the health clinic, and actually having medical outcomes of reduced sugar levels, reduced cholesterol levels, and everything.  And it’s just so amazingly impressive that I’m just really looking forward to again listening to her comments.


Our schedule is very tight and so I would like to ask the speakers to be very mindful of that so that we can expedite the hearing and give plenty of time for everybody to have their say.  Again, I thank all of you for being here.


Let’s have our first panel come up.  And if Dr. Pacheco is here, which I know he is, would you please, Dr. Pacheco, come on board.  And if Dr. Helen DuPlessis is around, she can come.  If not, we’ll take her whenever she arrives.


She’s here?  Dr. Helen DuPlessis.  Great.


Then I’m going to ask Dr. Lynda Fisher and Dr. Jeffrey Newman.


So Dr. Pacheco, we’ll start with you.  That’s fine, that’s fine.


DR. LUIS PACHECO:  Can you hear me okay?  I’ll go without a mike.


SENATOR ESCUTIA:  You have a great voice.


DR. PACHECO:  Thank you very much.  Thank you for inviting me, Senator.


SENATOR ESCUTIA:  Dr. Pacheco, first of all, let me just interrupt.  I have one of my wonderful friends and soon to join me in Senate chambers, Assemblywoman Sheila Kuehl, soon to be Senator Kuehl.  Welcome.  (Applause)


Ms. Kuehl, any comments that you’d like.  We’re just going right now to opening comments.


Okay.  Dr. Pacheco is one of our experts on the illness.


DR. PACHECO:  Thank you very much.  Thank you for the opportunity.


Basically what I’m going to do quickly and I’m going to move through these slides relatively quickly so don’t blink, is give you a little bit of an overview of what I think is the situation, not just in the country but really here in LA County and in California in general, looking at diabetes.  And then as a segue into managed care just bringing up one issue, and then I’ll turn it over to the Senator again and Dr. DuPlessis.


So you hear this talk about the diabetes epidemic and it’s really – is this really just a lot of hype?  And I can tell you, I can assure you, it is not a lot of hype.  It really is becoming an epidemic recognized by the World Health Organization, by NIH.  And what is actually happening out there is every 24 hours, there are 400 related diabetes deaths, 130 related amputations, over a hundred cases of blindness, 35 related diagnoses of end-stage renal disease, so these are the patients who end up the people, from our community, end up on dialysis, and 1,200 new cases diagnosed every 24 hours here in this country.


In terms of the figures of how many people have diabetes, remember they’re all, as the Senator was alluding to, they’re very conservative.  Even though it’s at 16 million, it’s probably more like 20 million, and I think my colleagues, I think, will agree with this.  And really, the striking aspect is that many of these individuals have no idea that they have diabetes.  And as you can see, it’s the sixth leading cause of death by disease.  But remember, it’s one of the leading causes of morbidity or sickness in our community.


So what does diabetes do?  As you know, it can lead to blindness.  It’s the leading cause of blindness in the country.  Kidney disease is the leading cause of renal failure and people going on dialysis, amputations.  It’s the most frequent cause of non-traumatic amputations.  Unless you’re in a car accident, if you have an amputation, it’s probably going to be from diabetes.  And then heart disease and stroke, these people are two to four times at higher risk.


Okay.  As this has been looked at in Latinos in this country and basically there are studies now, and we’re getting more and more studies, so we do have some data to look at what the situation is in a concrete way.


Now diabetes among Hispanics and Latinos, as we know, it’s at least two times higher in prevalence than non-Hispanic whites, 1.2 million of Mexican Americans, and this is probably higher, maybe 2 million, for all we know, and then all of the other Latino populations.  And then I think this is a striking figure.  Maybe a quarter of Mexican Americans who are adults have diabetes, one out of four people.


Eye problems, 40 percent among Mexican Americans.  Diabetes from end-stage renal disease, four to five times higher incidence.  If you wanted to break it down a little bit by different ethnic groups, you can see Mexican Americans here almost 25 percent of the 45 to 74 range; Puerto Ricans also very high; Cubans a little bit lower; non-Latino whites, as you can see, lower.  So the population is just at much higher risk.


I think a very important point I know we’re going to be touching on later is the issue of the children with diabetes and that we’re seeing more and more these days.


Okay.  Why does this happen?  I’m not going to discuss a lot of pathophysiology, but one of the problems that we think is insulin resistance seems to be at the core of diabetes amongst this population.  We think that insulin resistance plays a big part in this, and I want to bring this up later because the medications are an issue here.  But obviously, obesity, lack of exercise, nutrition issues, as well as it looks like insulin resistance, our body does not use insulin as well as it should.


Obesity we know is a big problem.  I’m putting these up because it’s very much related to adult onset diabetes through Type II diabetes.  And you can see after the Pima Indians, Mexican Americans are very high in terms of obesity.


Am I going fast enough?  (Laughter)  They told me to be brief.


Cardiovascular risk profile.  Basically I wanted to point out, out here, Mexican Americans, greater number of risk factors, so those risk factors are looking at body mass index, obesity, total cholesterol, triglycerides, the fat in your blood, Type II diabetes, and then lower HDLs, HDL being the good cholesterol; RHDL is lower, not good, more heart attacks, more strokes.


Okay.  So what’s going on here in LA County?  And this data is pulled from various sources.  Possibly 300,000 people here in LA County, a lot of them are undiagnosed, maybe half a million; it may be more.  It may be a million; it might be 2 million.  You know, I’m seeing numbers as high as 2 million.  Within 20 years, a million people in LA County, it’s going to be much higher than that, so these data are very conservative.


In terms of Hispanic/Latinos, at least 200,000.  When we look at the costs per person, these numbers really are astronomical.  And if you look at hospitalization days, and I won’t discuss the county hospital, about 22,000 hospital admissions per year.



Let’s look at some costs.  What does this mean to us, the taxpayer dollars, and to the state?  In 1997 – that was almost three years ago, gang – almost $100 billion, $98 billion.  Okay, $44 billion in direct medical and treatment costs, $54 billion in indirect costs, per capita, $10,000.  If you multiply even just 200,000 Latinos in LA County by $10,000, if you do the math, that’s over $2 billion right there.  So the numbers are astronomical.  And remember, it’s not just cost.  It’s not just financial costs.  But for these people, it’s losing a leg; it’s being on dialysis; it’s having a life that really, you know, is not fun after a while.  And a lot of these individuals are young people, as you know.  We’re talking about 15-year-old people, 45-year-old people.  Unfortunately, it’s becoming younger and younger as time goes on.


SENATOR ESCUTIA:  Dr. Pacheco, Ms. Kuehl has a question.


ASSEMBLYMEMBER SHEILA JAMES KUEHL:  Just about the last slide on the cost, when you were looking at the numbers of diagnosed and therefore maybe treated in some ways, and I assume other conditions related to diabetes, as you were talking about amputations, heart disease, et cetera, when you talk here about the costs of diabetes in 1997, what does that mean?  Where does that figure come from?  Is that hospitalization plus any kind of treatment, equipment, et cetera?


DR. PACHECO:  Yes.  Just to give you, I have a more detailed breakdown.  But here, $44 billion in direct medical and treatment costs so that would be hospitalizations, medications, home health…


ASSEMBLYMEMBER KUEHL:  This is national?


DR. PACHECO:  This is national; $64 billion attributed to disability, mortality, missing work, not being a productive member of society.  But almost $60 billion just in direct costs, just in direct costs.  Remember, that was, this is 1997 data.  Those numbers are higher now.


ASSEMBLYMEMBER KUEHL:  But the direct costs include all of the other conditions related to diabetes?


DR. PACHECO:  I’m sorry.  Do mean if a diabetic has a stroke?


ASSEMBLYMEMBER KUEHL:  Yes.


DR. PACHECO:  Yes.


ASSEMBLYMEMBER KUEHL:  Okay.  Thank you, Doctor.


DR. PACHECO:  Complications from diabetes.


ASSEMBLYMEMBER KUEHL:  Thank you, Doctor.


DR. PACHECO:  Okay.  Just very briefly and I will wrap up.


Just a quick overview of California and LA County.  As you know, California 2000, Latino population about 31 percent.  What’s it going to look like in 2040?  Almost 50 percent.  I know you’re all familiar with this but it’s just to emphasize the point that LA County 2000, 45 percent right now.  How’s it going to look in 2040?  Sixty-four percent.  And as we know, the rest of California is going to look like LA County; 64 percent in 2040.  So if we look at population growth rates, 2000 to 2040 in California, Latino versus non-Hispanic whites, you can see that they’re quite dramatic.


And then if we look at LA County, this is going down; this is going up.  The reason I show these slides is the problem is going to get worse before it gets better because we’re having more and more individuals who are at very high risk who can develop this disease, either moving into this area or being born here.  But the problem is, it could become astronomical if we don’t get a handle on it right now.


SENATOR ESCUTIA:  Dr. Pacheco, I have a question.


Do you find that the life – I don’t know if there has been any study on this but let me give it a stab.  When immigrants come into this country, say, from Latin America, do you find that when they come to this country and, say, if their kids are born here, that that’s when the risk of diabetes goes up because of perhaps a sedentary lifestyle in the United States, perhaps a diet that’s has more fat than, say, the diets that they used to have before?


DR. PACHECO:  Yes.  That’s an excellent point, Senator, and there have been other studies looking at other demographic groups also.  When they come into our western society, our western culture, with our bad foods, with our high-fat meals, with our eight hours of TV a day, their risk factors, they really increase their risk factors because now they do have the obesity; they’re not getting the exercise.  The whole lipid ??? profile with the cholesterol, et cetera is less favorable, so that definitely is a big piece of it.  It’s a whole lifestyle change, but that’s something that we can effect and I think I get a chance to address that in my next…


SENATOR ESCUTIA:  Well, we could effect it but then your slides also indicated that Latinos are insulin resistant.


DR. PACHECO:  Right.


SENATOR ESCUTIA:  Are they insulin resistant because there’s more fat in their system, or is there something else in the genetic makeup of Latinos that contribute to the resistance of insulin?


DR. PACHECO:  It’s a great question.  I honestly wished I had the answer.  It seems to be multi-factorial.  There definitely seems to be a strong genetic component, so it’s just something that Latinos, it’s just our makeup is that way or Latinos’ makeup is that way that they tend to be more insulin resistant.  But we do know that these environmental factors can play a key role, so you can decrease your insulin resistance through exercise, for example.  So that’s why we really can have an impact with this disease.


SENATOR ESCUTIA:  Okay.  Thank you.


DR. PACHECO:  And then I just have one final point here really and this is moving into the managed-care arena.  It’s the issue of the Medi-Cal formulary and I think it’s very important, and let me just make the point here, for those of you who are aware of this, the Medi-Cal managed care drug formularies are different for each health plan.  They are not the same as the fee-for-service Medi-Cal drug formulary.  What does this mean in real life for practicing physicians?  And more importantly, what does it mean for our patients?  What it means is that patients under managed care Medi-Cal are unable to get the same medication they can get when they had plain old Medi-Cal, which is like junkie Medi-Cal, right?


SENATOR ESCUTIA:  Yes.


DR. PACHECO:  Nobody wanted to see anybody with Medi-Cal.  Now straight Medi-Cal is better in many ways than some of the managed care Medi-Cal when it comes to the prescription formulary.  I think this is a major problem because now, for the physicians, it’s very difficult to write for many of these medications.  You have to get approvals done; you’ve got to make phone calls; you’ve got to fill out forms.  Guess what?  They’re stretched already.  They’re not going to do it.  Who loses?  The patient is not getting the medication as they should.  In terms of how this is addressed, you make the managed care Medi-Cal formulary the same as the regular Medi-Cal formulary.  Or do we have a carve-out the way it’s been done for certain HIV medications?  Or it’s just the nomenclature, and I’ve looked at some of the DHS guidelines on the Medi-Cal formularies and it’s a little bit vague.  You know, the wording is a little vague.  It’s not an easy issue but I think it’s an important one because our patients are not having access to medications that they would have if they were just in straight Medi-Cal.


SENATOR ESCUTIA:  So Dr. Pacheco, when you talk about a “carve-out” for HIV patients, you’re saying that an HIV patient under either managed care Medi-Cal or a straight Medi-Cal program, that HIV patient will have the access to the same drugs.  Is that what you mean by a carve-out?


DR. PACHECO:  A carve-out for those certain medications, they would be able to get it through a different revenue source, let’s say, than the managed care health plan, if it was a carve-out.  Now if the formulary…


SENATOR ESCUTIA:  So there is no carve-out then right now for HIV patients?


DR. PACHECO:  There has been for certain medications, for certain high-cost medications.


UNIDENTIFIED SPEAKER:  They’re carved out for most of the new medications, not the __________ medications, in HIV/AIDS.  And those, as Dr. Pacheco indicated, are paid out of a separate revenue source, that is, they’re paid directly fee-for-service Medi-Cal.


SENATOR ESCUTIA:  Are there any carve-outs for any other illnesses?


DR. PACHECO:  Yes.  For example, with children, we have CCS, so that really becomes a carve-out for Medi-Cal managed care.  If you have certain diagnoses in children, they would be paid by CCS which would be through the Medi-Cal system.  For genetically handicapped, there’s a separate carve-out also so there are some different carve-outs.  I mean that’s one way.


Another option is making the Medi-Cal formulary the baseline formulary for everybody else who’s getting Medi-Cal services.


ASSEMBLYMEMBER KUEHL:  What medications are not available through managed care Medi-Cal that diabetics may require?


DR. PACHECO:  Well, it varies from health plan to health plan, so on one plan – as you know, there are studied ??? plans with the Medi-Cal system.  It depends from plan to plan.  So one plan may cover one medication but the next plan doesn’t; and then the other one covers a different one, sometimes a whole class of medications.  Actually, some of the newer mediations now are not covered by many of the plans.  And guess what they address the most?  Insulin resistance, which is kind of why I’m on this soapbox because, for those reasons I covered, they’re expensive.  I mean something has to give their __________, so they’ve got to bring their prices down a little bit from the pharmaceutical end but they’re not covered.


Some of the collateral medications--for example, some of the medications that lower cholesterol are not covered by some plans.  But guess what?  If the cholesterol is too high, that puts them at high risk as a diabetic patient and then blood pressure medicine also.  The problem is, there’s so much variability, it’s hard to keep track of them.


ASSEMBLYMEMBER KUEHL:  Thank you.


DR. PACHECO:  Thank you.


SENATOR ESCUTIA:  Thank you, Dr. Pacheco.


Dr. DuPlessis, you’re next.


DR. HELEN DuPLESSIS:  (inaudible).

SENATOR ESCUTIA:  Nine years of French.


DR. DuPLESSIS:  Good for you.  And what do you do with it now?


SENATOR ESCUTIA:  Nothing, absolutely nothing.  (Laughter)


DR. DuPLESSIS:  Show off.


Good morning, Senator Escutia and Ms. Kuehl.


SENATOR ESCUTIA:  Actually, Dr. DuPlessis, she was the one that actually witnessed a little diabetic, a little problem that I had when we were in her office.  You know, my sugars went down dramatically; but thank God that happened at the right place.  So they gave me my juice and I felt fine.


DR. DuPLESSIS:  I want to remember to address the pharmaceutical issues because they’re serious ones.  So if someone would remind me, if I don’t address them as we go along, please ask me that question again.


I’m going to give you again a very brief overview of what I’m going to say today, giving you a background that I’ll have the opportunity to abbreviate since I guessed directly that Dr. Pacheco would give a lot of the background in epidemiology.  We’ll talk a little bit about the challenges and the opportunities in managed care as a whole throughout the country, commercial and public, talk specifically about Medi-Cal managed care, and a little bit about what we’re doing in LA Care.  LA Care, as I think many of you know, is one of two main plans in Los Angeles County.  We’re responsible for providing care to about 60 percent of the so-called mandatory aid categories in roles in managed care in Los Angeles County.


You heard much about the background, about the background of epidemiology.  While this is a common and increasing disease -- Type I in particular is one of those diseases, that relative to many other common conditions -- asthma, heart failure, et cetera -- it’s still relatively rare, which is in part why it doesn’t get the audience and the media play that it really should.  I’m hoping that dialogues like this will raise the consciousness about these conditions.


We’re talking about three different conditions, maybe four.  And I think in the information that Dr. Pacheco presented to you is really giving a broad epidemiology background on all of them, but they are distinct diseases with this Type II or non-insulin dependent diabetes being the one that is increasing the greatest in our population.  There is a term that is getting to be old now, but you’ll still hear a lot relative to children’s diabetes when they don’t have insulin-dependent diabetes called “maturity onset diabetes of youth”.  I think we’ll hear a little bit more about that and some of the other kids-related issues as we go along.


And then we have a huge and increasing problem with gestational diabetes, diabetes that is discovered during, and precipitated, during the course of a pregnancy that impacts not just one individual but two individuals, babies very seriously.  The impact of the disease is huge, breaking it down to an individual cost, $3,500, $3,800 direct medical costs per year, per patient with diabetes, and an additional $2,500 to $3,000 in out-of-pocket expenses that diabetics are having to shell out to make sure that their strips are covered, their ducometers are covered, everything that they need to have is covered.  We’ve got some modifications now, thanks to some legislation, that are impacting the commercial plans to actually cover some of these supplies and costs.  Most of the Medi-Cal system did provide access to those in the past and continue to do so.


Complications, we heard a lot about, this disproportionate impact on minorities is an issue that’s very germane to us here in Los Angeles County because of our melting pot and because of the environmental and other factors that influence the disease.  And the approaches to care have to be very aggressive.  This is a life-long disease, the complications are extremely serious, and there has to be a really aggressive, comprehensive approach to managing both the patient and his or her complications, and more importantly, very critically involving the patient in the care because, as a physician and those of you who have had much to do with the medical profession, you know, if you’ve got a complicated disease that requires you to do bad things, like stick yourself all the time, give yourself a lot of medication, go in for checkups all the time, having compliance, getting patients to really maintain and move forward with a treatment plan, is very difficult.  And unless individuals who have this disease have a good understanding of it and are really involved in the decision making about their care, we’re not going to make a real big impact on managing this disease.


So what are the opportunities in managed care that exist?  Well, in the best of managed care organizations, where the focus is really very much on coordinating care and decreasing episodic and inappropriate kinds of medical care, there are many opportunities throughout the country, a number of managed care organizations, public and private, that are taking on the case management role very seriously in managing these patients and in preventing the complications of their disease.


I put “early identification” in quotation marks because we can think about that in two ways.  We may hear a little bit later about how through screening tests and genetic mapping we can actually identify individuals who are predisposed to developing diabetes.  That’s not what I’m really talking about with early identification but in a managed care setting where there’s an opportunity to really survey all of the patients in a particular health plan or in a particular medical group, those case managers can help primary care providers identify their members who are diabetic, who need to be in care, who maybe aren’t getting their screenings and services as often as they can by using the data that they have and being proactive and prospective in monitoring the needs of those patients.


We have now, thanks to some 1998 legislation, standing referrals that are available now to any patient who has a chronic disease in a managed care system in California.  Many managed care organizations throughout the country recognize the need for that kind of an opportunity for patients with chronic diseases, like diabetes, long before this legislation, but it has really underscored the need and the importance for that, for those of us in California now.


Not enough members know about this, not enough patients know about this.  I can’t tell you how often I have conversations with physicians or with patients and tell them, you know, you have cancer, you have diabetes, you have a heart condition.  Your doctor can write for you to have a standing referral to a specialist and you should take advantage of that because that’s the kind of care that absolutely has to be brought to bear for patients with chronic diseases like diabetes.


The other thing that managed care organizations are really good about doing is recognizing that our providers can’t keep up with the incredible fees and demands of medical literature and medical knowledge.  And by taking a lead in establishing clinical practice guidelines, how should patients with diabetes best be managed?


You’re not having a hypoglycemic attack too, are you?  (Laughter)


SENATOR ESCUTIA:  Just having breakfast.  Shame on you.  It’s too late.  (Laughter)


DR. DuPLESSIS:  I know.  Hypoglycemic prevention, indeed, but identifying clinical practice parameters that give providers best practices in managing individuals with diabetes and then measuring how well they do that, both retrospectively so that corrective actions and more education can be taken, as well as prospectively, as I mentioned, by identifying those members who probably aren’t getting the number and frequency of screenings that they need to be getting, and a host of disease management strategies.  Disease management is a philosophy of organizing the management around a particular illness, usually chronic illnesses, using best practices, and heavily involving the patient in their health care treatment plan and health care decision making.


Diabetes has been the focus of innumerable disease management programs throughout the country where the focus is really on member education and getting the members to assume more responsibility for the monitoring and the management of their disease, but I’d be less than candid if I didn’t tell you that we didn’t have our challenges in managed care and elsewhere.  Obesity, obesity, obesity is a huge problem in this country.  And if we don’t get a handle on it and if we don’t recognize it as a medical problem that needs the same focus and attention and therapy as any other common medical condition, we are going to lose this battle and Type II diabetes will continue to increase dramatically.  That impacts managed care, public health, fee-for-service, and any other kind of a setting and environment you can think of.


We also don’t take as much advantage of information technology for communication as I think we could and should.  I am troubled and concerned by how few of our practicing physicians feel comfortable using computers, using the Internet, and using alternative technologies to be able to communicate.  I think Dr. Fisher may tell you about some really innovative programs going on at Children’s Hospital where they actually have patients who are uploading their blood sugars for the week or for the month.  They’ll create graphs, they’ll create bar charts, and it’s vastly improved the management of the disease, even the exchange of electronic mail to manage those critical times when there might be a slip in the management of blood sugars for a diabetic.  We just don’t take enough opportunity to manage those.


I think also managed care organizations have shied away from working with centers of excellence and specialists, and sometimes that goes two ways.  In all honesty, these are patients whose diseases are so complicated, that they absolutely have to have frequent contact with the Center of Excellence so that their disease is managed appropriately.  And depending upon the severity of their disease and the variability of their disease, they may need all of their care provided in Centers of Excellence all the time.  But that collaboration between specialists, Centers of Excellence, and primary care providers is really critical to making sure that the comprehensive health care needs of these patients really get met because, if we just focus on their diabetes and we forget about some other aspects of preventive health or vice-versa, we’re doing them absolutely no service at all.  Then educating providers, as I mentioned earlier, is a critical factor, both educating them about this disease, as well as educating them about how to take advantage of these other services and challenges that we’ve talked about, information technology and the Centers of Excellence.


So what’s happening in Medi-Cal?  Well, interestingly enough, the Medi-Cal epidemiology, at least the epidemiology of the population in managed Medi-Cal is ever so slightly different because those eight categories that the state determines to mandate into managed care programs are mostly healthy women and children, and so the incidence of some of these conditions, particularly Type I disease, is much lower in that population.  We still have a significant problem with Type II diabetes, to be sure.  We have about 150 to 200 Type I diabetics, total in their population at present; but gestational diabetes, again, is a huge problem.  A third of our population, actually more like 40 percent of our population, are women of childbearing age.  And when you consider that our population is predominantly minority and that Latinos have two-and-a-half times the rate of gestational diabetes as their non-white – as their white counterparts – and African Americans have gestational diabetes that is at least two times than their white counterparts, we have a serious problem with gestational diabetes and the core of first outcomes that can impact both the mom and the babies in this instance.


We do have some fragmentations.  Dr. Pacheco spoke earlier about the carve outs.  In fact, we’ve got these different models in California for Medi-Cal managed care.  We have geographic managed care at the two ends of the state, in Sacramento and San Diego; we’ve got two planned model counties, like Los Angeles, where there’s a public plan and a commercial plan; and we have county-organized health systems.  The county-organized health systems have all of this care carved in and all of the responsibilities toward the care which in some instances makes the case management and the care coordination much less difficult than when one has to coordinate not only within your own system but touching several different agencies and other systems and other reimbursement streams as well.


Transplantations and some of the disabled name ??? codes which constitute the large number of the adult Type I or insulin-dependent diabetics, are, for the most part, carved out.  They are not a mandatory population in managed Medi-Cal everywhere but in the county-organized health system.  And as mentioned, the California Children’s Services program carves out only the specialty services for children who have certain identified conditions.  That’s an interesting notion because we have some changes in CCS coverage that I hope will really benefit children.


Historically, the medical eligibility requirements for children who have diabetes within the CCS program required that they be so-called “brittle” diabetics and have a tremendous difficulty in managing their diabetes, and there was a huge administrative burden in documenting the need for a diabetic qualified for CCS.  Those regulations were changed last year.  They’re still going through some modifications, but those regulations will tremendously broaden the number of children with diabetes who can be covered under the CCS program, have access to Centers of Excellence, et cetera, and that we’re all implementing and looking forward to broadening even further.


Within LA Care, we have a couple of interesting things going on.  We established at the end of last year in what we called an Internal Quality Improvement Project, IQIP, for short, focusing on gestational diabetes, because we knew that to be such a significant issue in our population.  We know it impacts at least 10 percent, and my suspicion is probably more like 20 percent of the deliveries that we had in the last year-and-a-half.  And our focus is not so much on making sure that those women get the second trimester glucose tolerance test, the screening for diabetes, but hitting them up in the first trimester because the reality is, if you don’t diagnose somebody with gestational diabetes until late in their second trimester, the damage has already been done to the babies.


You can make the pregnancy a little smoother for the woman, but the damage, the central nervous system impact, the cardiac impact, the potential for developing congenital anomaly, that’s already occurred.  And there are a number of critical risk factors that can be identified through simple history taking between a pregnant woman and her doctor that will identify women at high risk for gestational diabetes who should be screened earlier on.  Ethnicity -- Hispanic, African American, in particular--is one of those significant risk factors.


SENATOR ESCUTIA:  Dr. DuPlessis, may I interrupt you.


Are you saying then that--what is like the medical practice?  To screen for gestational diabetes in the first trimester or in the second trimester?


DR. DuPLESSIS:  The current standard of care only focuses on a second trimester test called a glucose tolerance test where a pregnant woman has to drink this sickeningly sweet thing…


SENATOR ESCUTIA:  I’m familiar with it.  (Chuckle)


DR. DuPLESSIS:  And then have her blood sugars tested to see whether or not the insulin response is…


SENATOR ESCUTIA:  And why has the medical community accepted that as acceptable practice in the second trimester when frankly everything that you indicate shows that we ought to do it in the first trimester?


DR. DuPLESSIS:  I think, you know, in all honesty, this particular standard of care has not come up, kept up, with our knowledge about gestational diabetes.  It’s a ten-year-old practice.  It really does need to be brought into the 22nd Century where we’re focusing on earlier identification and earlier impact on that pregnancy and __________.


SENATOR ESCUTIA:  Dr. Pacheco.


DR. PACHECO:  Yes, Senator.  That’s really the current practice in terms of what’s written down but I think Dr. DuPlessis can also echo this.  Really, in the community, though, where we have high numbers of high-risk women, high-risk Latina women, I mean we’re screening for, through the first visit.  So you’re asking any family history, anyone else have diabetes, what’s the weight of the patient like, have they had a history before of gestational diabetes.  I mean he has to really go look for that.


SENATOR ESCUTIA:  I know that part, Dr. Pacheco, but the problem here is that I sense that the practice varies from, say, you know, HMO plan to HMO plan.


DR. DuPLESSIS:  It absolutely does.  We just reviewed about 400 medical records for women who delivered in 1999, and I don’t want to tell you how many records I actually found, the risk-factor screening that we’re talking about.  That’s why we’re doing the study because we know there is tremendous variation out in the community and we have got to make it easier and underscore for providers who are delivering, obstetrical care, that that first trimester is where the risk-factor screening has to occur.


SENATOR ESCUTIA:  All right.


DR. DuPLESSIS:  Oh, and we’re also following up as part of this, the Internal Quality Improvement Project, following up those pregnancies where gestational diabetes occurs, because we know that our women run the risk somewhere between 30 and maybe as high as 50 percent will go on to develop full-blown, chronic insulin-dependent diabetes so this is a serious concern.


We’ve also just begun a really exciting collaboration with a couple of our community-based organizations focused on diabetes education, and this is an effort that’s not just impacting the members’ enrollment or plan but an entire community, really bringing them up to speed with some understanding and knowledge, about the disease and about the importance of health prevention and promotion behaviors – good eating habits, et cetera – and about the importance of getting screened.


We haven’t been operating that long enough to be able to evaluate how that’s going but we will be doing that hopefully in another year and hope to bring back some positive results.


SENATOR ESCUTIA:  Doctor, let me follow up for either of you doctors who can answer this.  Which organization is in charge of determining your medical standard of care?


DR. DuPLESSIS:  There isn’t an organization that’s responsible for determining the medical standard of care.  The reality is that many professional groups, many disease-specific entities, like, for example, the American Diabetes Association in California, we developed a clinical practice guideline called “Sweet Success for Gestational Diabetes”.  We’ll do research and evaluation.  There’s federal organizations.  What used to be the Agency for Health Care Policy and Research now is the National Center for Quality Research, continues to have an office at the forum that focuses specifically on clinical practice guidelines, but those clinical practice guidelines really do need to be grounded in evidence-based medicine rather than anecdote so we know that the information we’re giving to providers is appropriate.


Then there’s the challenge of getting those guidelines to providers and making them drink, so to speak, helping them understand the importance of implementing those guidelines, finding easy ways and easy tools for them to incorporate these methods into their practices because I think we all know that practitioners are incredibly deluged with a whole host of information and they don’t want to see a practice guideline that’s this thick.  They want a real quick cheat sheet that might be something that they can incorporate.


SENATOR ESCUTIA:  All right.  Yes, Dr. Pacheco.


DR. PACHECO:  For example, with the diabetes guidelines on when women should be tested, a lot of those guidelines come from ACOG, the American College of Obstetrics and Gynecology.


SENATOR ESCUTIA:  Okay.


DR. PACHECO:  So that’s an organization that maybe you can work with and we can work with to kind of get them maybe to re-look at those guidelines.  So if they would come from them nationally, that kind of pretty much becomes the accepted standard of care.


SENATOR ESCUTIA:  Okay.


DR. DuPLESSIS:  We have worked on developing some model contracts with Centers of Excellence, one with Children’s Hospital of Los Angeles, to make available to our health plan really so that they can identify Centers of Excellence and have reasonable-cost programs to be able to offer to their members and patients.  We do that prospective case management and patient identification as we gather more information from our providers and get more of what’s called encounter data or administrative information that increases our opportunity to be able to be proactive in this manner, and we do disseminate guidelines.  We’ve disseminated both the ADA guidelines and the California Sweet Success guidelines which really do create some special, cute little tools, for providers who are caring for women who may be at risk for gestational diabetes.


So where should we be focusing in the future?  Well, as I alluded to earlier, the problem of obesity and how this impacts particularly non-insulin dependent diabetes is a public health crisis, and we have not made it enough of an issue to really take it on.  I can’t tell you how few providers there are who can provide adequate weight management programs in their offices.  There are very few weight management programs, for example, for children in Los Angeles County and indeed throughout the country.  We need to take advantage of the opportunity to partner with schools in communities and other groups to get people from behind their Gameboys and-what is it now, Sony Sega II?--whatever that new electronic game is--off their computers, off the Internet, and out to the playground, focusing on schools bringing back that notion of the President’s Fitness Award, for heaven’s sake, so they actually do get some physical fitness as part of their youth in growing up. 


We do need to empower our patients and consumers to take a more active role so we can bat it with both balls, if you will, instead of just with one ball of juggling all the time.  We need to improve our coordination with Centers of Excellence and again take advantage of technology to be able to incorporate providers and patients more actively in the ongoing and timely management of this disease.


Any questions?


ASSEMBLYMEMBER KUEHL:  I have a question, Doctor, about that aspect of technology.  I wonder if you might expand a little bit on it because I really don’t sufficiently understand the relationship between practitioners and technology.  How do they use it?  What is the gap?  Who provides what?  Are you saying they don’t go on the Internet?  They don’t, you know, do the research that way or get their newsletters that way or what’s the problem?


DR. DuPLESSIS:  There are a couple of opportunities to use technology.  One is to use technology to access information.  Another is to use technology to exchange information between a primary care provider and a specialist or a Center of Excellence, between a doctor and his or her patient, and yet another is the exchange of data in ways that bring this kind of information to a larger entity, whether it’s the Center of Excellence or a health plan that can actually crunch the numbers, if you will, identify those patients who need tracking in a more timely, more timely visit, and measure the performance and prospectively advise physicians that their performance maybe needs to be tweaked a little bit here and there.


We did a survey about two-and-a-half years ago of primary care providers in the Los Angeles area and discovered that only 40 percent of them had any facility with using technology such as this.


ASSEMBLYMEMBER KUEHL:  Is this sometimes a matter of input for them?  I mean not wanting to sit down and type this in?


DR. DuPLESSIS:  I think it’s a myth.  I think it’s a matter of having the time, I think it’s also sometimes a matter of having the hardware and the software.  I think there are a number of my colleagues who are real techies and they love the technology and they’re very comfortable with it, but that was not something that we were taught in medical school.  And if you’ve been deluged with so many other things that you haven’t had time to bring yourself up to speed with the uses of technology, and unfortunately that impacts a number of our providers…


ASSEMBLYMEMBER KUEHL:  I’m sorry.  Have you seen an increased use among physicians, of voice recognition technology?  Only because I know that there’s more and more use of, you know, pick up the phone, say something into the phone, it’s translated into an e-mail or whatever.  It’s just brand new, but E.doc and other companies I know are hoping, of course, to make a fortune off of this but still, I don’t even know what the state could do to encourage such things.  But if it facilitates communication between and among practitioners and Centers of Excellence, et cetera, it may be worth further exploration or a little bump on the tax credit, I don’t know, you know, something that will eventually impact a lot of this.  So if you’ve seen it.


DR. PACHECO:  As you probably know, medicine is one of the fields that is most behind in using technology and we’ve been notoriously behind compared to, say, a phone company.


DR. DuPLESSIS:  Finance.


DR. PACHECO:  Or a manufacturing company, et cetera, but we’re starting to catch up a little bit with companies like Web MD, with __________, with a lot of the electronic medical records, with a lot of the new voice recognition technology.  With the explosion of the Internet, it’s starting to creep in so it’s definitely going to have a huge impact.  It doesn’t need to be promoted more now.  Do we need more awareness?  Definitely.


One of the things I was going to mention just briefly in the next topic but we also need this information in Spanish.  One of the things we’re working on is a comprehensive, bilingual health information Web site, not just for the patients but we’re also going to have a comprehensive, professional __________ for the United States and then for all of South America.  So it is happening.  I think within 12 to 18 months, the conversation will be totally different than today because it’s moving that quickly, though.


ASSEMBLYMEMBER KUEHL:  Thank you.


Thank you, Madam Chair.


SENATOR ESCUTIA:  What about the education for Ivy League doctors, physician education, on diabetes or other chronic illnesses?  I mean are the medical schools doing their share in terms of making sure the curriculum of our future doctors are such that incorporates illnesses such as diabetes or other chronic diseases?


DR. DuPLESSIS:  I think the medical schools’ main problem is trying to keep up with the breadth of information.  They keep very current because these are folks who are actually making that new knowledge.  These are all academicians in medical schools who are making and creating that new knowledge, who are doing these studies.  The challenge is, you know, four-year curriculum in medical school, making sure you cover all the basis.  I think, even while the medical schools are trying very hard to keep up and do a good job covering these critical topics, our biggest challenge is the providers who are out of medical school and out in the community, encouraging them in ways that make continuing education easy and user friendly to be able to keep up with this kind of information.


We had a big boon in the ‘90s with the information we got out of the DCCT trials, the Diabetes Cover as a Control and Treatment Trials, and understanding this disease and understanding how much impact we can make on the complications, if we treat it early, treat it aggressively, and continue to treat, and that information has taken much longer to get out and into practice than perhaps it should in the community.  But I think the onus is on all of us to make continuing education a lot more user friendly and readily accessible for providers.


SENATOR ESCUTIA:  Now, Doctor, you indicated that you wanted us to remind you about the –


DR. DuPLESSIS:  Thank you.


SENATOR ESCUTIA: ___________pharmaceutical, about the drugs, and the difference, you know, between a Medi-Cal program versus the HMO managed care program.


DR. DuPLESSIS:  Thank you.  Actually, the managed Medi-Cal programs are required to have the basic Medi-Cal formulary at a minimum, the basic fee-for-service Medi-Cal formulary.  The challenges Dr. Pacheco points out is that the Medi-Cal program in California takes forever to get a new technology or a new medication through its system, and so managed care health plans, particularly the commercial plans who frankly make a whole lot of their money on special rebates and special deals with pharmaceutical manufacturers that encourage them to put their drugs and nobody else’s drugs on the formulary, end up having these incredibly variable formularies.


One of the things that we’ve done at LA Care is the following:


We have a number of health plans with which we contract.  We created our formulary in a matrix format, and we have for the past two years gone through reviews in therapeutic categories, that is, a particular class of drugs, like diabetic drugs, for example, or diabetic supplies, and we then make specific recommendations to each of those health plans, if we find that they don’t have offerings in a particular therapeutic category or a specific set of therapeutic categories.  And we also make recommendations in the reverse.  If they’ve got something on the formulary that all of them should never be used and nobody even thinks twice about it, we make recommendations in the negative as well.  We’ve been real successful with both of those activities, that is, putting the formulary in a format that’s easy for the providers to read, that they can see if they’ve got a Blue Cross contract and they have a Maxicare contract, that Blue Cross and Maxicare both, or one does or doesn’t, offer a particular medication, and then pushing our health plan, in fact, to a more consolidated, uniform formulary by identifying where their gaps are and making sure that they fill the gaps of therapeutic categories with these medications.


SENATOR ESCUTIA:  Thank you so much, Doctors.


DR. DuPLESSIS:  Thank you all.


SENATOR ESCUTIA:  Our next presenter will be Dr. Lynda Fisher who will talk to us about diabetes in children.  She’s Associate Head of Endocrinology, Metabolism and Diabetes at Children’s Hospital of Los Angeles. 


Dr. Fisher.


DR. LYNDA FISHER:  Good morning, everybody.


SENATOR ESCUTIA:  Good morning.


DR. FISHER:  It is still a good morning, right?


SENATOR ESCUTIA:  Yes.  Good morning.


DR. FISHER:  I will start by apologizing to you all.  We had a computer, everything down at Children’s Hospital this morning, and my printer at home died last night so I will – I do have some articles that I think are very germane to the situation which I will provide for you, but I will have to give you later what I had planned to print out last night and again this morning.


SENATOR ESCUTIA:  Thank you.


DR. FISHER:  I do have, however, some overheads from previous talks.  Have slides, will travel.  So hopefully with a combination of mixed media, I can present the information that I’ve been asked to supply, which is, to talk about the incidence and burden of childhood diabetes, specifically in California, to talk about the rising incidence of Type II diabetes in children, and to talk a little bit about diabetes in the school system.


SENATOR ESCUTIA:  And also, Dr. Fisher, when you’re talking about diabetes in the school system, can you also give us your best response as to what is it that California schools can do now in terms of assisting children with diabetes, have to make sure they get the are they need, especially while they’re in school?


DR. FISHER:  Absolutely.  There’s data on Type II diabetes and everybody is talking about the tremendous increase in – uh-oh, slip and slide ____________________ --


SENATOR ESCUTIA:  It’s kind of moving.  It has a life of its own.


DR. FISHER:  -- Type II diabetes in this country.  Dr. Pacheco ahead of me mentioned the alarming increases, but there’s also really an increase in Type I diabetes in children as well.


When I first started practicing diabetology, we would rarely see any child less than five years of age who developed diabetes, mostly between six and eight, and again in the adolescent years.  But now we have a very large 25 percent or so population of children who are diagnosed less than five years of age.  So these are children who need to do the same thing to monitor their diabetes.  They need to get blood sugar monitoring.  They need to be on a reasonable diet.  They need to know when to eat their snacks.  They likely need to be monitored more frequently because they have a decreased ability to recognize or to ask or seek help if their blood sugars are perceived to be specifically low.  And some of them need insulin regimens that are actually more demanding in/than ??? an older child; and therefore, these children will need help within the school system in order to monitor their diabetes.


The incidence of diabetes was about 12 per 100,000 ten years ago.  It’s now at least 14.2, the last time we calculated it two years ago per hundred thousand in individuals less than 19 years of age.  There are 125,000 children with Type I diabetes.  A large number of them reside in California.


In addition to this, we have this amazing increase in Type II diabetes.  In 1992, if you look at the statistics between 1984 and 1992, in most pediatric centers, and these are inner-city pediatric centers where we take care of a significant amount of minority and underprivileged children, the incidence of Type II diabetes was somewhere between 2 and 4, 1 and 3 percent, depending upon where in the country you were.  When you look at the data in 1994, 16 percent of new cases now are diagnosed with Type II.  And if you look at the African Americans studies done in Ohio and in Arizona, 70 to 75 percent have Type II in adolescents.  And for Mexican Americans, 31 percent of cases, in a study reported in 1994, right here in Ventura County, were found to have Type II.


Now in Native Americans, about 10 to 20 percent have Type II.  If you look at the individuals who are less than 16 years of age on Pima Indians, it’s 10 to 20.  If you look at those individuals 16 to 19 years of age, the incidence right now for Type II diabetes is 50 percent and so it is increasing, and it is not just in this country.  In Japan, the rate for Type II diabetes has increased ten-fold since 1992.  This is an epidemic that is not only in California but is all over this country and it is in Europe as well.


There are several different reasons for this.  Some of the reasons have already been mentioned.  Individuals who have Latin American and Mexican American___________even when they are lean, have decreased insulin sensitivity and increased insulin resistance.  And then the population is increasingly obese so that this decreased ability to make insulin as we get more obese, the demands for insulin increases and it comes on an individual with a genetic difficulty in making enough insulin so there is really two problems in these individuals.  They’re insulin resistant even when lean and increasingly insulin resistant when they become obese, and their insulin-producing cells after a certain time fail.


It used to be that we would look at individuals who would have been 60 years of age to find people with Type II diabetes, and then at the ADA we became very proactive and we were going to go and we were going to hit the __________ 40-year-olds, and you really need to now look at 30-year-olds.  And if you’re talking about high-risk populations, if you’re talking about the Latinos in this county and in this state, as well as in Texas, and if you’re talking about African Americans in Cincinnati and Pennsylvania and New York, what you need to do is you need to start screening in adolescence and you need to start asking the questions that lead to who is high risk:  Is there anyone in your family who has Type II diabetes?  Certainly if there’s one or two parents or cousins, aunts, uncles, grandparents, the risk of Type II diabetes goes up tremendously.  And then when you add obesity to that, you end up with a greater difficulty, and so these individuals have insulin resistance.  Their genes, you know, were designed to save them in times of starvation and so they use food in a way that lean individuals don’t and that’s part of this insulin resistance.  And if we can catch people at a pre-diabetes phase – we certainly can’t change their genetics – but as the both speakers ahead of me have mentioned, there are obvious things that we can do to prevent Type II diabetes in children.


There was an elusion to what’s happening in the schools.  I don’t think any of our patients any longer have physical education at school, certainly not every year.  And if they do, it’s once a week.  And so they go to school, they sit in class – and they recently built a school without a playground because there’s no time for the kids to go out to play and no interest in playing.  And so there is decreased motion and mobility.  These children go home and sit in front of the television.  If they’re more affluent, they may sit in front of a computer, but most of the kids sit in front of television and they eat and they eat continuously until their parents come home and there is no supervision and very little exercise.


Of course, we are really very, very good because here in California we provide not only lunch but we provide breakfast for these children, and our breakfast consists of about 70 percent fat.  It’s high in calories, high in fat, low in fiber.  And instead of letting the children eat it once a day, we do a really good job and we let them eat it twice a day.  And so they are clearly getting heavier and heavier and heavier and so those are basically the causes of Type II diabetes.


Again, this is a slide from a different sort of lecture looking at how you can tell the difference between Type I and Type II.  And I think part of the reason why we’re seeing an increase in Type II is we’re better at differentiating, but the bulk of the reason, because we’ve been looking very hard since 1992 and there is an increasing incidence continuously.


In our patient population, we had about--we went from 2 to 3 percent to 16 percent.  When I looked at the data from September of 1999 to March, we had 94 new onsets of children with diabetes of all types at Children’s Hospital.  Of those 94, there were four who had diabetes that would be unrelated to Type I or Type II.  There were 24 children with Type II diabetes out of 90 children with diabetes.  At LA County USC where I also do the diabetes, of the last 30 children who developed diabetes, 17, 17 of 30 – it was 57, 60 percent – have Type II diabetes.


You know, we talk to adults and we try in children to talk about exercise, weight reduction, there is very little motivation; there’s no place to get exercise.  The communities they live in aren’t necessarily safe, and we have been universally inept at helping our patients lose weight.  We have a lot of innovative programs that we’re trying now, and we have success maybe in 10 percent but certainly not in the vast majority, and the other children need medication.


So a lot of them are on insulin, about half of them are on insulin.  They’re on insulin in part because pediatric diabetologists who take care of these children are very, very good with dealing with insulin and so we know how to use it.  But also none of the drugs, none, n-o-n-e, of the many drugs that are available for Type II diabetes in adults are approved for use in children.  That formulary will be approved, we think, shortly.  These drugs that we’ve used have been very safe and effective most of the first time used in children; but again, they’re not approved for use and some of the managed care groups are hesitant in using drugs that are not approved for use in children.


ASSEMBLYMEMBER KUEHL:  Doctor Fisher, what are the opportunities once a child is diagnosed for a kind of a group experience or training in, you know, coping or dealing with – years and years ago, I counseled at Uni-Camp at UCLA.  We had a relationship with the Metabolic Clinic at Children’s Hospital.  I think there are still camping experiences or whatever.


DR. FISHER:  Absolutely.

ASSEMBLYMEMBER KUEHL:  Of course, it doesn’t take, it doesn’t help with day-to-day life necessarily but the group experience of kids seem to me to be an additional help.


DR. FISHER:  Well, if any of you have come or would love to come to our Diabetes Clinic at Children’s or at LAUSC, you will see what group really means, is we have 80 to 90 children appear on a day for a diabetes clinic, and we do try to do something with them at the same time.  But very specifically for our patients with Type II and for individuals who are at risk for Type II.  In other words, they already have insulin resistance documented but they don’t yet have diabetes.  We have a group that meets on Thursday evenings at our institution, I’m sure other people have them as well, where we try to do fun and games and aerobics with the children.  At the same time we teach them about healthy diet, changing lifestyles.


As you all know, children don’t live by themselves.  They live in families.  They can’t change what’s cooked at home on their own.  Families really need to get involved.  So although these programs are a little bit helpful in letting the children exercise and maybe lose weight, in order to affect the child, you really have to affect the whole family and we have to affect the school.  We cannot feed these children high fat diets twice a day.  The poorer you are, the worse your diet, the greater the obesity, the higher risk population, the greater the chance of diabetes.  And we’re seeing this, increases weekly.


Two days ago in our group, we had on Wednesday, we had five new children with diabetes.  Three had Type II.  Yesterday, we had another four; three had Type II; and there’s one Type II that I got a call last night who’s coming in today, and this just gets more and more really every day.  And so these children need to be treated for the most part at school but that we also need to – they need to have access to supply very much obviously the same as adults, even more so in children, especially younger children cannot, as I mentioned before, tell about how they feel when their blood sugars are low.


When we talk about technology, we have meters now that we can download or upload, depending on your particular version of it, and give printouts, which is a very good visual for children, so that they can see where their blood sugars lie and where the target blood sugar lies.  Some of the HMOs refuse to let us use these meters in children.  They want to use meters that are cheaper to get.  They have a deal with a manufacturer; they get their strips cheaper, but these meters don’t necessarily have an ability to talk to the computerized systems which help us to teach and manage diabetes.  Remember, managing diabetes is a continuous education so we certainly need to have that.  We need to have access to health care for children.


The carve-out for CCS, as mentioned, as soon as we made the children’s diabetes better, they were no longer eligible to have CCS, and so we had to wait until their diabetes control deteriorated before we could see them again and then they often got lost in the system.

Now there’s a category where, if you need more than five phone calls in a fixed period of time, you’re still eligible but the system has real problems because it reimburses pediatric diabetologists at 50 percent for the Medicaid rate, 50 percent, on a good day.  And so fewer and fewer places are going to be able to continue to see these children because it’s just so expensive to do it and such a small amount is reimbursed.


SENATOR ESCUTIA:  Dr. Fisher, what’s your experience, if any, with regard to schools, and how well they handle the child that has diabetes and perhaps the child that also has the need to do the insulin and do the checking?  And let’s talk about not a younger child, but let’s talk about a kid in middle school.


DR. FISHER:  I realize that time is limited but I could speak for a week about problems that we’ve had with the school system.  I’ll start with the most important one recently, is a child has been out of school in LA County, out of school, since November, when he developed diabetes, because the school he was enrolled in, an LA Unified school, refused to let him stay in that school because he had diabetes and he needed to test his blood sugar and they wanted him to go to a special school, a school where he would have to be bused for 45 minutes where there might be a nurse or someone else other than them to help this kid check his blood sugar.  Now this kid can do it by himself.  We’re not talking about a four-year-old or a five-year-old. We’re talking about a ten-year-old child.

No matter what we did, who we spoke to, we could not--we have two families like this--but this was one, they finally had a hearing a week ago where everyone at the hearing agreed that it is reasonable, because the laws already exist for this, that this child stay in the school, that somebody be made responsible to look at the blood sugars, that they could eat on time, someone knew about hypoglycemia, and that he would stay in that school.

This is now seven days later…

SENATOR ESCUTIA:  By “somebody”, you mean anybody?

DR. FISHER:  He’s still at home.

SENATOR ESCUTIA:  By “somebody”, you mean anybody?  Anybody at the school can actually check the blood sugar of the child?

DR. FISHER:  Anyone can be trained to do that and that’s the critical thing.  This is not a highly scientific medical procedure.  You know, I can march in one of my two-year-olds who would happily prick her finger and put a drop on and show you that this is not something for which you need, you know, higher education.  You need training, you need good equipment, and you need an adult to supervise the child.  You need written guidelines which say:  If your blood sugar is this, you do that and you need a parent to provide all of the this and the that, the supplies and whatever.  And I will tell you that it’s not only what we want, we at USC, Southern California, but this is, and I will provide it for everybody, this is the position paper from the American Diabetes Association on the care of children with diabetes, in the school in daycare setting, and I will just go read through with you what we think that the school should do.

There should be immediate availability to treatment for hypoglycemia or low blood sugar without the necessity for the child to be marched off across campus to some other office while the blood sugar gets lower and lower and the child becomes more and more endangered and that there needs to be a knowledgeable adult, a secretary in the office, the teacher, the teacher’s aide, but somebody close to the child who can supervise so that the child doesn’t have to walk long distances.  An adult, a backup adult, trained to be able to perform finger stick, blood sugar monitoring, and record the results, to take appropriate action for blood glucose levels outside of the target ranges, which would be provided, test the urine for ketones ??? when necessary, and respond to the results, an adult and a backup adult, trained at giving insulin if needed in accordance with a diabetes plan that has been designed, an adult and a backup adult trained to administer glucagon. Glucagon is an emergency preparation of a hormone which balances the effect of the insulin.  Insulin causes the blood sugar to be low.  The glucagon raises the blood sugar.

So in an emergency, if a child cannot drink glucose to raise the blood sugar, a simple injection of glucagon will cause the blood sugar to elevate again.  They need a location in the school to provide privacy during testing and insulin administration, if desired, an adult and backup adult responsible for the child who will know the schedule of the child’s meals and snacks and work with parents to coordinate the schedule with that of other children as closely as possible, and this individual would notify parents in advance of any changes in activity.

SENATOR ESCUTIA:  Dr. Fisher, who would do all that training?  Would it be the responsibility of the school district to train somebody to make that person available to every school?

DR. FISHER:  Currently, in most of the schools, the parents that have been trained are really able to train a non-nurse.  However, certainly we would like the school nurses to be allowed to train non-nurses.  There’s been a problem in the past with how the nurses are regulated, that they cannot train non-medical people to do “medical” types of procedures.  And so we would like, obviously, the nurses within the school system to be able to train these health aides or health assistants or teachers so that they can do the tests that parents and children do at home.  And middle-aged children should be able to test at their desk by themselves.  And if their blood sugar’s low, they should be able to consume food at their desk.

SENATOR ESCUTIA:  Well, I definitely believe in that because, if I was able to test on the Floor, on the Assembly Floor, while I was pregnant, I definitely think it should be no problem to have a child testing right there at their desk.

DR. FISHER:  You’ve convinced me.

SENATOR ESCUTIA:  Yes.

DR. DuPLESSIS:  (Inaudible comments)

SENATOR ESCUTIA:  Can you please stand up because this is recorded and you have to really speak out, Dr. DuPlessis.

DR. DuPLESSIS:  …I have to really make sure you understand the root cause of this problem in the schools.  It is in fact the very rigid interpretation of the Nursing Practice Act that really protects nursing professionals and their licensures in settings like this.  However, and this is what Dr. Frazier’s (sic) is alluding to, in 1997, I believe, Delaine Eastin came out with a mandate in the State of California that required school districts to make available circumstances where children who could demonstrate appropriateness to do so could engage in self-management activities around diseases like diabetes and asthma and things of that nature that really do, one, protect the nurses and their licensures; and two, simply create an established procedure at the school that allows everything that Dr. Frazier indicated to happen and have the responsible administrator at the school site or in the district to sign off on that procedure.

We’ve made this much more complicated in California, in LA County, than it has to be.  And Dr. Frazier’s absolutely right.  We need to move forward with that mandate to make these kinds of services accessible to kids in schools.

SENATOR ESCUTIA:  Dr. Fisher, what about the issue of liability?

DR. FISHER:  You know, the liability for the nurses, you know, has again been rooted in this law which means or doesn’t allow them to teach non-medical individuals.  But again, I think it is clear that doing a blood glucose test that children do and adults do, parents, everyone does, is not really a medical procedure.

All parents would happily sign away the liability of a poke being a little too much to whatever.

SENATOR ESCUTIA:  What about the administration of glucagon?

DR. FISHER:  Well, there’s hardly anything you can do wrong, truly.  You know, we talk about getting a hygienic injection of something.  But if you found some place in the body, if you didn’t like, if you threw it up, mixed it and gave it, you would potentially save a life, certainly save a brain.  And the worse that you can do is elevate the blood sugar in somebody who might not have needed it so that the downside risk is really very minimal.  You don’t need excellent technique to do it.  You just need to give it.  And the upside is so overwhelmingly positive, that it’s hard to deny.  This would give you virtually instant elevation of the blood sugar.  If you call the paramedics, even if they come quickly, by the time they establish a line to give glucose, it can easily be, you know, even if they’re fast, ten minutes.  You know, parents do this at home.  So again, these are not highly complicated medical procedures.  We provide outlines for exactly how to do it.  The kits are now much easier.  You just have to push the liquid in, pull it back out, mix it up, and just put it straight in and let it go.

MS. MARIA LEMUS:  Senator…I’m here to speak on another issue later on.

SENATOR ESCUTIA:  Can you identify yourself?

MS. LEMUS:  Maria Lemus.  As a parent with two children in middle school, a former PTA President, a former site council chair, and representative of the district in West Contra Costa School District, I know that we do not have nurses in our schools, in our elementary schools.

SENATOR ESCUTIA:  I know that.

MS. LEMUS:  And we know that they do not permit, they don’t even permit children to give their own medicine, cough medicine, or anything in the schools.  So while these are preferred methodologies for the schools, in reality, and particularly for the schools that have large numbers of Latinos who are predisposed to this, it's very difficult to implement these things in the schools.  I think it’s an issue with the school districts for getting nurses into the schools.

While it sounds good that…

SENATOR ESCUTIA:  I’m very well-aware of our shortcomings in our schools.  Thank you so much.

Dr. Fisher, if you can just summarize because we’re running 45 minutes late.

DR. FISHER:  So clearly the issues are we need to do something for our high-risk patient population that are developing Type II at a rate faster than we can find them and diagnose them.  Early diagnosis, early intervention, are critical.  When we find one child with diabetes, when we test their siblings and their parents, we find that they’re not only insulin resistant but half the time we find either a parent or a sibling who also has Type II diabetes but didn’t know that they had it.

And the issue really for the schools is, again, the availability of an adult to supervise a younger child in giving their blood test, checking their urine, assuring that they eat their meals on time, and we really don’t need nurses in the schools, truly, in order to have children check their blood sugars.  They check them at home, you know, at their kitchen table, in their bedrooms, in the playrooms.  They can do that at their desk at school.

Sending them off to the bathroom where things are not hygienic in order to get an extra test just doesn’t make any sense.  So we need to have guidelines, district wide, so that we don’t have to go into every school where there’s a plan, there’s an agreement, everyone knows what it is, and so people can be trained altogether.  This will make it easier for the whole school systems but it needs to be California wide.

SENATOR ESCUTIA:  Right.

DR. FISHER:  We can’t fight to have success at LA Unified and then the county schools are different.  And if you are outside of  LA County, you have a completely different plan as well.  The guidelines for how to do it have been set up in this position paper from the ADA.  I think that’s a great place to start and I would encourage and urge you to really adopt these unified procedures for the care of the child with diabetes in the school that are not minimal but that truly reflect the needs of the children, because the more they test, the more these things are followed, the safer they are in school, and the liability issue becomes moot, because if you take care of your diabetes, you don’t end up with surprises.

I think DCCT and every other study around has shown that that’s the case, that if you’re prepared and if you take care, if you have guidelines to follow, then things will work out much better.

SENATOR ESCUTIA:  Thank you so much, Dr. Fisher.

DR. FISHER:  Thank you for so much of your time, Senator.

SENATOR ESCUTIA:  Thank you.

DR. FISHER:  Dr. Newman, Medical Director of California Medical Review, Inc.

DR. JEFFREY NEWMAN:  Good morning and thank you for having this hearing and inviting us to participate, Senator Escutia.

SENATOR ESCUTIA:  You have to speak to the mike.

DR. NEWMAN:  Okay.  I was very excited to hear about the community campaign that you’re organizing.  And as you’ll hear, that’s what we’re recommending, is a public health campaign for diabetes and so this is an opportunity for us to work together.

CMRI, where I work, is the Medicare Quality Improvement Organization for California.  We’re funded by HICFA to improve the care for the 4 million Medicare beneficiaries here in the state.

Besides, by far, being the largest number of Medicare beneficiaries in California, we’re unusual in that 40 percent of our beneficiaries are enrolled in HMOs.  As you probably know, it’s only about 15 percent nationally for Medicare.  Those 1.5 million Medicare enrollees represent about 25 percent of all the managed care Medi-Care in the United States.  So when we’re talking about initiatives in managed care Medicare, California is extremely important.

Medicare has us working on a number of hospital projects to improve care and fees ??? preventive services.  Besides diabetes, there’s immunizations, mammography, and we have initiated colorectal cancer screening.

Now this is very simplified but actually the HICFA folks in Baltimore are still trying to understand managed care here in California.  And the difficulty of trying to improve care, which the action on the medical side is at the medical group level; and insofar as the directives are coming from different plans and that aren’t the same, it makes it very difficult to implement guidelines.  You asked earlier about where the guidelines come from.  They come from all over the place and that’s the problem.  The medical group is getting hit with many different, slightly different, guidelines.  And insofar as we can put them together, that we see that as a major advantage.  And that is the case in diabetes.  That’s part of the good news.

The way we approach medical groups is through a package of materials that are for all the preventive services; and of course I’m going to focus today on diabetes, but these kids were distributed to all of the primary care physicians in California that we could identify.

These are the diabetes materials and they include a poster here and chart stickers and a patient brochure.  And in that patient brochure, we included the health record that was developed by Ann Albright, one the next speakers on the next panel, and the State Diabetes Control Program.  And again, this was an effort, convergence, so that the tools and recommendations would be unified and delivered to the providers.

SENATOR ESCUTIA:  Dr. Newman, let me ask you a question.  Maybe I’m confused here.

What you’re obviously focusing on here is Medicare.

DR. NEWMAN:  Yes.

SENATOR ESCUTIA:  And Medicare does not have a prescription drug benefit, right?

DR. NEWMAN:  Unfortunately.

SENATOR ESCUTIA:  So if a patient on Medicare who has diabetes, how is this patient going to get his or her drugs?

DR. NEWMAN:  You’re pointing out a very major, structural problem with Medicare.  When it was set up in the ‘60s, it did not include the drug benefit or preventive services, for that matter.  Many people, as you know, have Medi-Gap.  The Medi-Gap may be Medi-Cal for the dual eligibles.  The lowest income Medicare beneficiaries can get their drugs through Medi-Cal, but the group just above that, that’s the group that has a terrible problem and they spend a lot of their income, as you know, on medications and this is a very difficult problem.

SENATOR ESCUTIA:  So they can’t any--there’s no prescription drug benefit for them, not even, no exceptions made for insulin?

DR. NEWMAN:  That’s correct.

SENATOR ESCUTIA:  Dr. Pacheco.

DR. PACHECO:  They would have a prescription benefit available if they joined Medicare managed care plans, so senior plans would then take them on and then they wouldn’t be able to, according to that plan’s formulary, they would get medications that way.

SENATOR ESCUTIA:  Yes.  But even still, that certain plan’s formulary might have limited drugs and it might vary from plan to plan.

DR. NEWMAN:  And also there’s the cap.  Thank you for pointing that out.  That’s a major advantage for Medicare folks to join the plan, is to get that drug benefit, but it is capped.

SENATOR ESCUTIA:  How much?  What do you mean by the cap?  Is it a dollar cap?

DR. PACHECO:  The cap varies from plan to plan.  Sometimes $1,500 a year.  It might be $3,000 a year.

SENATOR ESCUTIA:  All right.  Thank you.

DR. NEWMAN:  But in terms of having the drug benefit for the Medicare program, we’re all hoping that will happen soon with the politicians getting it together to make that happen because I think most of us agree that that’s what’s needed now.

Here are the poster and the brochure in Spanish.  And, of course, the Latino population has been mentioned earlier, is at high risk for diabetes and that certainly is the case in the Medicare population as well as younger adults.

Here I’ve blown up the chart sticker and I’d just like to emphasize what I think are the two aspects of the good news about diabetes.  One is that we know how to prevent the complications.  The second is there now is consensus, and the point that you raised earlier, there now is consensus on the preventive services that should be provided to all people with diabetes and they’re listed here.  This resulted from a national effort – the Diabetes Quality Improvement Program.  But again, many physicians who are concerned with the immediate problems of their patients and in the Medicare population, they don’t just have diabetes.  They have cardiac disease and others.  And so it’s very hard to focus on those preventive services that should be delivered.  And insofar as we’ve all agreed on what those services should be, that’s a great step forward.  And then a speaker earlier about how technology can help us with that and I totally agree in terms of the electronic medical record, when the person comes in, there’s a reminder that this person needs their eye exam, their hemoglobin, A1-C, et cetera.  There’s also some high-tech approaches with using e-mail, so just-in-time reminders to physicians.

We’re even thinking about just-in-time reminders to patients.  At the time of their visit, while they’re waiting to be seen, they could be given a card about these routine preventive services.  And then when they go in the office, they’re empowered and it’s on their minds and they’ll ask for those services.  So these are the chart stickers.  We have distributed hundreds of thousands of these.  We hope they’re showing up on medical records and reminding physicians and patients of these recommended services.

I’ll go over this, my one data slide, quickly.  This is my, is the cup half full or half empty?  On the left, you have the baseline finding, 42 percent, a very large number of Medicare folks with diabetes, HMO enrollees.  And we looked at a year of their medical records.  And in only 42 percent could we find mention of a foot exam.  So almost 60 percent of them, there’s no evidence that they had a foot exam.  And then as a result of our campaign, you see, it was improved.  It went from 42 percent to 51 percent, reducing the gap by about 10 percent.  But clearly, there’s still a big opportunity for improvement.  And this is essentially the same for all of the recommended diabetes services.

I’ll conclude with my pitch for a public health campaign, which I think is very simpatico with what you described earlier, that we want to support the efforts of individual health plans and medical groups.  There are a number of different organizations, health plans, American Diabetes Association, Diabetes Control Program, that Ann will be describing, and the Coalition, that we have a common approach.  Instead of bombarding the medical groups from different directions with different messages, that we try and integrate that, that we have linkages with the laboratories and the specialists.  And finally, public awareness, I think we need a media campaign.  And in fact, we have been talking to some of the media folks in Los Angeles about having a media campaign, and it would be great if we could hook up on those efforts.

SENATOR ESCUTIA:  Thank you so much, Dr. Newman.

DR. NEWMAN:  Thank you.

SENATOR ESCUTIA:  Our next panel will be discussing strategies on preventing diabetes, so we have Dr. America Bracho and Maria Lemus.

Dr. Bracho, welcome again and thank you so much for coming.

DR. AMERICA BRACHO:  Thank you very much.

Good morning.  I want to address the issues related to the community strategies and the piece on patient education and this whole idea of empowering the patient, including the patient, which is extremely complicated.

First, I want just to review a few things because I think that some of the speakers already spoke a little about this.  There are many barriers to the management of diabetes and the prevention of diabetes, and we know that the information is limited, that patient education is not a priority.  We know that nutritional education is complex.  So each time that we talk about activating the patient and making the patient part of their treatment, we need to acknowledge that, you know, we don’t get there that fast.  You know, there is a process between our desire for this to happen and the fact.

Food labels are complex, are in English only.  Education about fitness is not there; opportunities for fitness are not there.  People do not know they have diabetes.  Access to health care is limited, and we have seen all the issues having to do with quality of care in which we find charts for many of our clients in the classes with a cholesterol of, it should be less than 200.  We have cholesterols of 350 in the year ’95 and that’s it and we’re working with that number right now.  You know, what happened after that, nothing.  There’s no follow-up whatsoever.

The lab is incomplete, the medications are not available, sometimes are not appropriate.  The glucose meters and its strips are not available for the people and we are talking about people, not only Medi-Cal or Medicare but a vast population that is only short and that is affected with diabetes.


Diabetes is a chronic disease that requires long-term commitment.  Behavior modification is difficult; sustainability of behavior changes are difficult.  Family involvement is critical.  You know, I can go on and on, patients having different needs, different levels of literacy, different levels of comprehension, and many of them know how to read but are blind.  So we know that.


What else do we know?  We know that there are problems that are good and problems that are horrible.  We know that there are a lot of things that we should do and we are not doing it.  And we know, that if we can start with what we know, it would be great.  And still we keep saying sometimes that we need to prove this and demonstrate that and I think we have enough to start.


We know a lot of things about good programs.  We know, that if you are targeting adults, your education should be adult oriented.  And if you do children, you should do children education.  We find ourselves doing horrible education with different age groups, telling people what to do without the minimal understanding on learning habits.  We know we need hands-on activities, role models, patient involvement, continuous self-monitoring, access.  We know that we need group sessions, several sessions, attention to individual needs, individual sessions, family involvement.  So we know all of that.  In spite of that, we continue to have a 15-minute session with one person and that’s it.  We can give a brochure.  We can have a little form, a little sheet, a little fact sheet, that says this is diabetes and this is how you control it and that’s it.  We know we are not doing our job so we know this has been demonstrated.


In our program in Santa Ana, which is 80 percent Latina, we have a diabetes management program in the hands of community health workers.  All of them have diabetes.  We have started our work program five years ago.  The diabetes education program that we have won the National Program of Excellence Award from SOPHE, the Society of Public Health Education.  All the results that were submitted, the clinical results submitted were the effort--thanks to efforts of these community health workers.


We are not talking, and I will tell you a little bit about how the programs should operate, in my opinion.  We’re not talking even about the methodology or the philosophy of these programs.  We are talking about clinical results, today.  Five years later, we have a problem with universal care.  That health plan hired us to do our program in their health plan with community health workers because they don’t get the results we get, having nurses and physicians as educators.  So we are replicating our program in Chicago.  We are the program for San Diego, for the __________, in the hands of Scripps ??? Hospital.  And all of these programs are working beautifully in the hands of community health workers, so I agree with Dr. Fisher completely.  There’s no mystery to diabetes management, except that one that you need to impose to have some type of Mafia thing ???.  I don’t know.  I mean it’s really simple.  It’s extremely simple.  It’s so simple that it’s scary, how simple it is.


So we work with community health workers, women that have been recognized by the ADA for their effort, I mean everything, from the Congress to ADA. They have been recognized for the fabulous results they get.  Remember, they have diabetes or a family member with diabetes.  But I have seen great results, even with those that do not have diabetes, only because they really care about having these results, and they are committed from the beginning to the end, to the follow-up of these families.


I believe that we should support approaches that involve the community in the real sense.  I don’t think that the population that we need to target our main efforts should be in e-mail or Internet, and I use e-mail and I use Internet and I think there is a population that can benefit from that, but that’s not the uninsured in Santa Ana who can’t afford a phone, much less the Internet.  So if you buy the telephone card, that would be a lot.


So, you know, let’s be clear and let’s use common sense.  The World Health Organization said 20 years ago that the key strategy in improving access to health care was to actually use the community in bridging the gap, not the doctors, not the nurses, the community, and the community can be trained.  We really need to explore as you’re moving to the sign-in, request for proposals in the future, and inviting people to submit programs.  We need to be very careful with their strategy, their philosophy, where they stand in terms of a location and the provision of services.  We have learned enough from the HIV epidemic.  We know, that when patients are involved, when they take care, they change the formularies.  They were able to change the time the FDA-approved medications.


Believe me, if people with diabetes get organized, they can change the school districts.  I mean we know that the power in the clients and the power in the people affected by these is way higher than the ones in the technical team, even when our intentions are very good.  So I think that we need to shift from this type of approach in which appropriately appeals to people, to this type of approach in which you tell people to come with us and join this fight, and that’s part of any strategy that is needed to do a community or hospital ____________________ I don’t care.  We should ask people just join this, you know.  If you know that your patients are not getting that exam in the first trimester and you are a doctor that cares about your own quality, own standard, you should join this, period.  I don’t care about what the rule or regulation says.  You know, we all are in this together or we are not.


I think that education needs to change and we need to create guidelines to monitor what type of a location our patients are receiving, and we need to be very clear in those standards.  As much as we are clear in the clinical standards, we need to be clear in the education of the standards.  This is unacceptable in which we have spent 15 hours (sic) telling people to eat less carbohydrates, less fat, more fiber, and to estimate the fat--multiplying nine times nine, minus three.  I’m sorry.  This cannot happen.  We need to be creative.  There is no such thing as a difficult patient.  Nobody will convince me that there is a difficult patient, but there is a lot of difficulty in dealing with patients and that has to do also with the providers.


You know, I believe that we need to invite people to think, what do you think about it, what do you think, Mrs. Martinez, about your son not being able to monitor his glucose in classroom?  What can we do about it?  And the time we start doing that, people are going to be activated because this is their own son, not ours, what is ours; because when you have one child, you have all of them.


Our community health workers are trained not only in the clinical piece.  I mean this is hemoglobin A1-C, this is triglyceride.  They are training the vision of what they want for this community.  We don’t want to just go ahead with another disease, another disease __________.  We need to move on; we need public health strategies, healthy community strategies, because diabetes is not about group cause.  It’s about a person affected with diabetes that has issues with this and that probably live in Central Santa Ana where 65,000 people don’t have a park.  You know, so this goes beyond hemoglobin A1-C.


We have to train these community health workers in a very responsible way because there is such a thing as quality.  And even if you are a community worker, you have to be a monitor for the quality of your work, and you need to be not certified to be a community health worker but certified to do diabetes health education somehow, certified somewhere, not necessarily in a college.  But, you know, you need to have the technical assistance to provide services of quality.  Education should be directed to what is essential to know, know what is nice to know.  So here we are.  We are right here in many health plans and HMOs and hospitals, telling people about the pancreas and telling people about the beta cells.  You know, they need to know that glucose clogs their arteries and they are going to go blind.  You have to focus here.


Sometimes we are teaching people classes and they call their circulatory systems veins; my veins are going to be clogged.  And our community health workers do not correct them.  They say that’s right.  So the technical people say that’s not right.  The veins don’t get clogged; the arteries get clogged.  Well, you know what?  That’s very nice to know.


So we have community health workers teaching classes all over--Orange County, in the community clinics, which are the clinics that our people use.  Orange County doesn’t have even a county hospital; we don’t have even one.  And so the community clinic serving the underserved, the uninsured and the poor, those classes are in our hands.  But also universal care, serving people with some sort of insurance, and many other places that have--even the people with private insurance, Blue Cross and Pacific Care and all of that--are sending patients to us.  We don’t have a system to request reimbursement.  We just do it for free.  Then we are trying to get some ideas on how they can pay so we can continue providing services.


Our patients learn, people learn, and this is something that we need to de-mystify.  This is a person, a farm worker, in Orange County, that doesn’t know how to read and write and he measures his glucose.  He didn’t know the numbers so we taught him the numbers.  And they are able to say that my glucose was a two and a three and a zero.  They don’t know that that’s 230 and that’s nice to know because in this case this person can come to the doctor and show those results.  People learn, they receive a glucose meter as part of the classes.  They receive their strips at a discount.  We created a co-op for them to have it.  So any educational program should include the provision of glucose meters and strips to the patients.


The classes should be again hands-on and I really want to stress this because, as we move into getting resources for California and doing educational programs, we need to really pay attention to this.  This is a typical class where people learn to estimate fat.  And we are not multiplying anything for nothing.  This is just ten grams of fat is a teaspoon full of lard.  So this is the menu that these guys ate with carnitas, refried beans, and rice.  So this is the amount of lard.  That’s enough.  It is enough for them to say I’m not eating lard any more, no compromise.  Some people say I will eat a little bit; the majority say I won’t.


We have graduated more than 3,000 people from our classes in the hands of community health workers, something, that if I decide to teach the classes myself, I cannot meet those numbers.  We really need to have the concepts that can extend their education beyond the five patients that you can see in one day.  But also the community projects need to have creativity in raising funds so the whole sustainability issue for this programs, I think that the programs should be supported basically on an ongoing basis.  The state shouldn’t go just with one three-year approach for a pilot.  We don’t need pilots.  We need ongoing programs for these communities to support ongoing locations on ongoing services.  So because we don’t have a state that supports that, and we don’t have money for that, we have to be very creative.  We have brought to Orange County thousands and thousands, more than half a million dollars for educational programs, from elsewhere.  How creative do we get in terms of being competent with these communities, expressing the word “competent”, competent meaning that you are the provider, you know, you cannot appreciate the strength of that community so that community can use those strengths to help themselves.


A provider cannot be competent if they cannot appreciate that, if they cannot see it.  So one day, in one our classes, one of the patients went blind in the middle of a class.  We went to the hospital with her and asked her if she had had the screening for retinopathy and she said no.  So we went in three years in that clinic.


So we went to the clinic and asked the doctor, “Are you screening for retinopathy?”


And he said, “No.”


And we said, “Why?”


And he said, “Because we don’t want to be liable for the treatment.”


So the screening is $375, and the treatment, the laser surgery, is $5,000.  So patients shouldn’t know or should know?  So we went to the patients because we believe in adult education and we love our adults.


And the issue with those children, Dr. Fisher, is that people like children but they hate the adults and we love the adults.


So we asked them, “What would you do?”


And the person said, “I will go back to Mexico and have that surgery.”


Another person said, “I will sell my bed, my sofa, my refrigerator and have that surgery.”


But a third person said, is saying, that the Mexican community said, “I will have that surgery even if I have to sell tamales.”


And they don’t sell tamales necessarily, but they say that.  It means that I will put my kids through school even if I have to sell tamales.  I will do that, even if I have to sell tamales.


So this patient said, “I would have that surgery even if I have to sell tamales.”


So you know what?  I went to my board of directors and I said, “We need to have a healthier community, even if we have to sell tamales.”


And my board said, “Yes.”


And I said, “Yes, we are selling tamales.”


And we started selling tamales to pay for these surgeries, for the eye screening.  And let me tell you what else we did with those tamales.

We asked our Director of Health in Orange County, “Will you be so committed to this fight that you will even sell tamales or make tamales?”

And he thought we were acting insane, right?


So he said, “Yes.”


And we said, “Friday at 3:00.”


So you know what?  We have our public health director, this is Supervisor, Bill Steiner, from the Board of Supervisors of Orange County making tamales for a healthier community because this is about mobilizing a community.


You know, if creativity is money, it’s whatever it takes.  Does it get money?  Not very much -- $3,000 the first year, $7,000 the second year, but $70,000 last year because now we have hospitals on board, pharmaceuticals on board, buying one tamale for $25,000.  And, you know, they are paying for screening, not only with ophthalmologists but with the College of Optometry.  So he's at the College of Optometry is not charging $375; he’s charging $30.  Patients pay $15 and we pay $15.  And guess what?  Now we have ophthalmologists on board, reducing their fee, and giving patients payment plans of $20 per month towards a $5,000 bill, which is no longer $5,000.  It’s $2,500.


So you know what?  If that's what it takes, the community effort takes a community.  And the community’s not just the people with diabetes but also the providers.  And I know I don’t have a lot of time but let me just review a few things.


The program is very structured.  We have a referral system.  This is a prescription that providers use.  Even if they have only one minute to say go to these classes, I’m going to prescribe education as a doctor, and then the promotoras, the community health workers, make the phone calls.  They organize the list of patients, register the patients.  The program is completely structured.  And the patients sign a contract, and I won’t give any details, just to say that this is not in health education.  It is nothing new.  We complete a form that is called a Team Platform, and this is critical to comply with the standards of care of ADA.  This is basically all the standards of care.  All of this information is given to the patient for two hours in one class.


Talking about __________ with kids with diabetes, they need to learn this.  They need to learn because these kids live with their parents.  So, you know, what is in the chart?  In the chart is something that says that my hemoglobin A1-C is 17 and it should be below 7 and this is what it means.  So they can monitor this themselves and they get a copy of that because they know what should happen now.  They are receiving that information.  They compare the treatment they should have with the treatment they have.  And with this copy, they go to the provider and say, you know, Doctor, I should probably be on insulin at this moment and I’m not; or, I have hypertension and I’m only taking pills for diabetes, whatever.  This is called the Team Platform.  It is one of the best ways of assuring that the patient is really being involved in the treatment in a very proactive way.


Our program has very good results.  This is the FF-36, which is the quality-of-life scale, and it has been proven, that when people feel they can function better, they feel stronger, they feel happy, they feel without so many pains, and they feel supported, then  the diabetes gets managed in a better way.


These are our patients; this is the norm with patients with insurance.  This is our patients before our intervention which is 12 weeks, two hours every week, and people do not drop out from the classes.  And these are our patients after the intervention doing better than the norm.


We know, that if people reduce hemoglobin A1-C just by 1 percent, that already reduces cost.  We know also by __________ that it reduces complications dramatically.  Every time, it reduces 1 point of a percent.  And in our program, patients come at this level on average, 12.5 with the hemoglobin, A1-C, and it drops to nine in only three months, in the first three months of classes.  Later on, we have, if they start here, it goes here.  If they just start here, you know, it doesn’t decrease that much.  And we still have to adjust this and do more so they can go even lower in this group.


The problem has been evaluated by outside evaluators and those evaluations are available for anyone interested.  The patients can say they feel better.  They say I’m doing better because my glucose is lower.  I don’t have to be at the clinic that often.  My body doesn’t ache that much; I have more energy; I have better moods; and I’m losing weight.  And the main reason why many of our patients lose weight is not because they want to reduce their weight, it’s because they can’t control their glucose.  Once they see that each time that they exercise, the glucose goes lower, they keep exercising.  And that’s their motivation.  It’s not losing weight.


Finally, I want to say that the patients from the classes bring their family members.  They become so informed that they can tell their brothers, sisters, grandmothers, and friends, it looks like you have diabetes.  You know, we love to diagnose this in the community.  So, you know, you are urinating a lot, you are thirsty, so let me take you there.  And we take these patients to the clinic and they are great expenders as well.  This particular patient was amputated, one of his toes, in one hospital.  He is a Medicare patient.  I’m sorry to say that.  He speaks English as a citizen________and he lost that toe, was this chart the same day, no follow-up.  He saw some worms coming out of that area, and he called his neighbor who was part of our classes.  So he called us, we went there, came to the hospital.  He lost his leg.  And anyway, that’s all.  (Applause)


SENATOR ESCUTIA:  Thank you so much, Dr. Bracho.  I’m always very, very impressed every time I hear this presentation by you.


I just have a question.  With regard to the community workers that you get to be part of this program, you trained them, right?  We’re talking about men and women who really don’t come into the program with frankly no experience in terms of helping somebody manage their illness.


DR. BRACHO:  They come to the class and we train them and we pay them. These are paid staff with benefits, full-time staff.  These are not volunteers.


SENATOR ESCUTIA:  How long is their training session?


DR. BRACHO:  Well, they have to go through the entire classes, which is three months.  We have an initial training for community health workers that is just on methodology on how to teach – that’s two days – and then they have ongoing training in the job bi-weekly.


SENATOR ESCUTIA:  How much would you estimate are your costs for training one person?


DR. BRACHO:  For training, I couldn’t tell you, but it’s not – I couldn’t tell you an amount, but it’s not that expensive.


SENATOR ESCUTIA:  How many community health workers do you have right now working with you?


DR. BRACHO:  Well, we have 26.  But out of those, six are teaching diabetes, and others are doing some other things in the area.  The county last year decided to absorb our program and they are paying the salaries of these community health workers and it costs $150,000 to support five community health workers, half-time as a program coordinator, and no supplies.  We get the supplies from other places, so we somehow bring the money from other sources.  But it’s not that expensive.  But look at that.  We have the official recommendation from the county, 13 in education, diabetes education, are our community health workers which also…


SENATOR ESCUTIA:  That’s a major accomplishment.


DR. BRACHO:  He’s a good person.


SENATOR ESCUTIA:  That’s an amazing accomplishment.


Thank you very much.


Ms. Lemus.


MS. MARIA LEMUS:  I always appreciate what America has to say, and so much so, that I have eaten three candies while __________. That’s how excited I’ve been to control my sugar.


My name is Maria Lemus and I’m here to talk a little bit about the community health worker, promotora, and what they do.  I’d like to give you just a little history on the promotoras.  I still have the candy in my mouth so forgive me.


SENATOR ESCUTIA:  Can you talk a little bit louder, Ms. Lemus, or else take the mike.


MS. LEMUS:  Here?


SENATOR ESCUTIA:  Yes, if you can just pick it up so we can hear you.


Are you going to talk about the Promotora program?


MS. LEMUS:  I’m going to talk a little bit about community health workers, promotoras, a little history about them, and then a project that we just completed, which Latino Health Access was a member of that project.


For those of you that are not familiar with promotoras and community health workers, the concept really goes back many centuries.  It goes back as far as Russia where health workers, or what they call feldershers ???, provide their medical care to the community.  These individuals were not unlike our own Florence Nightingale during the Civil War.  And in the 20th Century, the Chinese used the concept to provide medical care and they called them “barefoot doctors” and they provided medical care to the military.


The concept of using these individuals in the community flourished in Latin America and in Africa during the 1950s and the 1960s.  And the concept of the worker in the community was further developed in the United States in the 1960s when they became part of the outreach to the community, to the Migrant Health Act of 1962 and the Economic Act of 1964, and they were essential to obtaining program goals in those programs and they’ve gone by many titles since then--community health workers, community health advisers, community health outreach workers, which is a very common term in AIDS and most recently promotoras.


They take on many different forms and they perform a variety of functions.  And unlike their earlier counterparts, they’re seen as active participants in community health and Dr. Bracho’s program is a great example of that.


Community health workers are change agents.  They’re experts and to some degree, they’re seen in their community as advocates for the community.  They have also evolved into an invaluable, credible liaison between the community and the provider.  And the community health worker is not limited to one discipline.  They are involved in mental health, HIV/AIDS, diabetes, cancer, the elderly, and education, to name a few, and they vary by age and ethnicity.


While the data in writings in this area are limited, I would like to recommend two writings.  One is a recent publication, the Summary of the National Community Health Advisory Study, and the Life, Death and In Between on the U.S./Mexican Border called “Asi es La Vida”, where it graphically depicts the reality of border life and the crucial role of promotoras in meeting the needs of those communities, and the National Community Health Advisory Study provides an overview of the academic and formal evolution of the community health community.


That’s important because, as we start talking about community health workers and the value in the community, we really need to look at what is the committee health worker community look like, what are its needs.  And if we’re going to move them into an area of more responsibility, in terms of being the liaison and the linkages in health care, then what kinds of things do we have to look at?  The projects that I worked with and that I’m really speaking to is the community health worker project that was an evaluation of technical assistants, a project funded by the James Irvine Foundation.  It was a yearlong study, and there were six agencies that were involved in that.


The six agencies were Project Reachout from Sonoma County, the Latino Health Access with Santa Ana, the Fresno Center for New Americans in Fresno, which is a primarily Hmong population, the Solano Coalition for Better Health in Solano County, Promotoras por Salud from San Diego, and Humboldt Healthy Families Collaborative.  And each of them represent a really distinct population and use and development…


SENATOR ESCUTIA:  Ms. Lemus, I don’t think that mike is on.


Is that mike on, Sergeant?


SENATOR ESCUTIA:  All right.  I’m really having a hard time hearing you.

MS. LEMUS;  Should I try this one?


SENATOR ESCUTIA:  Maybe you might try that one.


MS. LEMUS:  Can you hear me by myself?


SENATOR ESCUTIA:  Yes, but I want everybody to hear you.


MS. LEMUS:  Hello?


SENATOR ESCUTIA:  Yes.  That’s better.


MS. LEMUS:  So what we did in this technical assistance is we identified some needs for the community health workers.  One of them was building cross-sector relationships; the other, networking with other community health worker programs and resources, program evaluation and product dissemination, and creating learning opportunities and fostering exchanges.  This is for the entire community health worker community, all six agencies.


I know we’re short on time but I’m just going to highlight some of the efforts in these organizations.


You’ve heard from Latino Health Access.  Besides diabetes, they also do work -- they have nutrition, cooking, fitness, CPR, first aid, and HIV/AIDS programs.


Project Reachout trains and supports community health workers to serve as links between the community and the health care systems.  They developed a coordinated countywide system for community health workers, their work, and they developed program tools, methodologies, and standards for training and building the capacity of community health workers and volunteers in Sonoma and they’re involved in health promotion and enrollment in Medi-Cal managed care programs.


The New Citizens for America in Fresno, they train health care providers and managed care systems regarding Hmong health beliefs and values, and they train the Hmong community on how to navigate local health care systems and appropriately utilized systems.  And they develop health promotion and outreach through educational videos, radio, and TV spots and health fairs.


In Solano, they focused on collaboration of public and private health care leaders to address lack of access, and they train and maintain a core group of community health workers and nurses and they’re assigned in neighborhoods with a high concentration of Medi-Cal-eligible families and health risks.


The Promotoras for Salud in San Diego, they have a volunteer community-based group of volunteer peer counselors.  They focus on health education and on family planning and HIV/STD prevention, and they target Latino migrant health worker communities in San Diego and Riverside Counties.  And they also recruit, train, and maintain a core group of promotoras.  In Humboldt County, our northernmost county, they provide home visiting by public health nurses to assist maternal and child health needs, and they do not have straight outreach but they do outreach to the families.


The key findings from our convenings and our relationship with these six agencies was in building cross-sector relationships.  They want to become more informed about appropriate research and evaluation.  They want to move beyond color politics to combine strength and resources.  They want to work with local Department of Public Health to identify allies and to be able to tell their story in their community, and they want to work towards partnership, accountability and census building.


As in regards to cross-cultural issues, they believe that community health workers can act as health brokers assisting with communication between a health care system in the community.  And they can facilitate and understand that the cultural and belief composition of a community is more than language, and they know that the community health workers are trusted community members who exhibit positive health behaviors.


In terms of evaluation tools and strategies, they want the support.  They want to support the importance and purpose of evaluation.  They want assistance with a collection of baseline data that will help them in their other efforts, primarily sustainability.  They want to agree on audiences, methods, and outcomes.  They want assistance with keeping an eye on long-term but measuring the short-term.  They want help with how to tell the whole story with combined methods and they want to ensure evaluation and powers and informed programs.


The fourth one was a very important component to them.  They want to develop the infrastructure for training, maintaining, tracking, and supporting community health workers.  This would include or could possibly include a certification program.  There is a debate over a certification program on whether or not that is the way to go, but some counties and some agencies are espousing that.  Others have homegrown training programs, as Dr. Bracho mentioned, in hers and San Diego also has one.  They want to encourage advocacy and policy work and they want to assist us with marketing and dissemination of program materials.


What would they like to see in the communities?  What are the next steps?  What would they like assistance with?  To maintain a network and shared learning opportunities.  They want to be able to meet--right now there is really no forum or promotoras in community health workers who can come together to share information.  There’s a conference every two years in California, but it’s not an opportunity for networking or certainly not for shared learning opportunities.


They want the ability to disseminate accomplishments to a broader audience, therefore influencing policy on a larger scale.  They want to make available community indicators to promote community health priorities, and they want to inform policymakers and public health officials about the impact and needs of the community health workers as they become more critical to the success of community health.


SENATOR ESCUTIA:  Thank you so much for your findings.


MS. LEMUS:  I just want to make a comment about my last comment about the schools.  That was as a parent and the reality of what I see in the schools.  Thank you.


SENATOR ESCUTIA:  Our next presenter again will be Dr. Pacheco with a discussion, a brief discussion, of the roles of media.


That’s one thing, Dr. Pacheco, that’s always been bothering me because, when I speak to my own doctor and we talk about morbidity rates or mortality rates, there’s always a lot of attention to whether it’s breast cancer, colon cancer, prostate cancer.  And yet, I’m beginning to read in the statistics that more people are basically--have fallen to illnesses that can be prevented.  And one of the things that has bothered me tremendously is that the issue of diabetes seems to be such an unglamorous issue.  We don’t have a glamorous spokesperson who has died of diabetes and therefore has made a cause celeb, so the role of the media is something that really concerns me because it obviously is very critical in not only spotlighting the issue but also defining the issue and also giving it life, you know, through year after year after year so I would appreciate your comments as to what is it that we could do as the State of California to engage in this more proactively and obviously far more aggressively than we’ve had right now.


DR. LUIS PACHECO:  Thank you, Senator, absolutely.  Is that okay?


SENATOR ESCUTIA:  Yes.


DR. PACHECO:  We’re going to address those issues because it’s happening and it’s happening right now.

I’m going to touch briefly on some of the media opportunities that we have, and you may ask why does a family physician from a California hospital talk about the media?  Among the other things that I do as being medical director of two community clinics, including one as a school-based clinic at the Foshe ??? Learning Center, I’m also board certified in family medicine and sports medicine, and I’m the medical anchor for Univision Channel 34, KMEX TV, and I’m on the news Monday through Friday as part of their news programming.  And as you know, they have the number one news programming in the state, English or Spanish, so we are getting quite a bit of visibility and that just started January of this year, so we’re trying to make some inroads.

On radio, I appeared with Spanish broadcasting systems, __________, noventa y siete punto nueve, 97.9 FM.  So on the way back in your cars, put it on, please.  Give them a little plug.

SENATOR ESCUTIA:  All right.  I’ll give you…

DR. PACHECO:  But also I appear regularly on another local radio station here.  In print, I’m the medical contributor to Latino Parenting Magazine which is a bilingual magazine designed for Latino families and it’s put out by the Latino Children’s fund.  And then on the Internet, we’re currently putting together what we hope will be the number one bilingual health destination Web site for the Spanish-speaking bilingual community in this country.  That’s what we’re working on.

In terms of the media, absolutely, we need to change the whole perception, not just about diabetes, but my whole philosophy is to look at health in a positive way.  We need to change the whole angle that we’re looking at health.  It’s always in a negative way so we’re trying to do things in a very positive way.  And one of the things I’d like to show you is a program that is ongoing now that we’re going to actually get a microscopic view since, although I did bring a slide projector, apparently the bulb broke.

Can you see anything?  At least it will help prompt me.


This is a program that’s been put on nationwide.  It’s called Taking Charge of Your Diabetes, Taking Control of Your Diabetes, and it’s a nonprofit organization based out of San Diego, put together by Dr. Steve Adelman, so they’ve been all across the country.  They’ve done over 20 of these now.  They just came back from Hawaii.  They’ve done them in Chicago, New York, down here in Southern California, Northern California, so this is an existing program.


See if I can just get through a few of these quickly.


Take Control of Diabetes; You Owe It to Yourself and Your Family.  So again, like Dr. Bracho’s philosophy, we have to empower the patient.  We can’t just spoon feed our patients.  We’ve got to let them get them involved, if I can find any of these slides.  Can anyone see that?

Reaching Out to the Latino Community.  I’m not used to giving a presentation like this.  In terms of the vision statement, for all people with diabetes and their loved ones to have full access to proper education and therapy in order to allow the prevention, early detection, and aggressive management of diabetes and the complications of diabetes, so that’s what the program is all about.


So why should you do it with taking control of your diabetes?


Okay.  This, we’ve been over.  We know that by early intervention and by making a difference early on, kids, young adults, pregnant women, they could make a difference for the rest of their lives.  But the thing is, we need to help the community get the tools to do this.  So we need to take the message directly to the people and their families.  And as you know, with our community, it has to be a family-oriented, a family-centered, approach and that’s what we’re trying to do and that’s what Dr. Adelman’s group really has done very nicely.


Essentially, they’re large groups, usually at least 1,000 people will attend.  It’s an all-day seminar.  Oops, you can’t see that.  It has a comprehensive program.  So, for example, there will be some general sessions in the morning but they’re all tailored to that community--you like these slides?--and there’s a special luncheon banquet that’s a special diabetic lunch that’s put on.

Actually, Dr. Bracho doesn’t know, but our group has been trying to contact you to speak at this.  This one is going to be May 27 at the Convention Center here in Los Angeles.  Right now, we’re limited to 1,000 attendees because of the budget.  But if we can get more money, we’ll boost it up because we could probably put in 10,000, 15,000, even 20,000, especially with the promotional people that we have involved in this, but right now we’re limited to 1,000.  And basically, the message is you have the main responsibility for taking care of your diabetes.  Again, it’s a different philosophy than what we’ve seen in the past where we just give the patient a prescription and then they just go.  As we’ve seen, and as Dr. Bracho has pointed out, that just doesn’t work.


You are Your Best Advocate; Be Smart and Persistent.  So we’re always working in that positive way to have the patient be the center point here.  What we do is just try to help.  You can’t see much there.  Some of the sessions that are involved, for example, I mean we can skip the rest of these.  In the afternoon, there are hands-on sessions, so we’ll bring in hopefully 10, 12, 15 podiatrists to do foot exams for free.  I’m going to bring in a whole bunch of ophthalmologists to do eye screening exams.  We’re going to have psychologists; we’re going to have health educators; we’re going to have dieticians.  One-on-one-, two-on-one-, three-on-one-type counseling in the afternoon where they can go to these sessions.  There are also smaller breakout sessions dealing with diet, nutrition, emotional barriers to getting care.  Diabetes and pregnancy is one of the topics, as well as the morning sessions.


Then what we do is we do this in an entertaining format, bring in some celebrities, bring in the radio people, bring in the TV people.  All of a sudden, it’s an event, it’s a happening.  Our goal is also to have 75 to 100 medical students and premed students to provide daycare during the event because we’re not going to get the mom to come in if she can’t do anything with her kids.  So we want them to bring the kids.  We’ll put them in a separate room and have activities for them also.


SENATOR ESCUTIA:  Dr. Pacheco, let me ask you a question.  It sounds nice and fun but how do you follow up?


DR. PACHECO:  Okay.  In terms of follow-up, remember the goal of this seminar is really, number one, I’m coming at it from a very basic level, increasing diabetes awareness.  Number one, we have to get the awareness out.  Once we do that, getting people tested and getting people to understand what diabetes is a little bit, then we have to plug them into the appropriate places for follow-up.  Then the programs, like Dr. Bracho’s program and the promotoras, that’s where they come in.  But until people are even aware of it and they’re not afraid to come in, we can’t even get to those programs.


SENATOR ESCUTIA:  So if they’re tested right there in your program, they’re tested right then and there –

DR. PACHECO:  Right.

SENATOR ESCUTIA:  -- you’ll make a determination on just whatever on their sugar level, and right then and there, do you tell them where to go or…


DR. PACHECO:  Absolutely.  We’ll try to make recommendations, depending on where they live--in the county or in the state or wherever they’re coming from.


SENATOR ESCUTIA:  Right.


DR. PACHECO:  Try to give them an idea of where they can go, try to plug them into those resources.  It’s all about empowerment, as we’ve said.  We have to empower our patients.  We have to help change the psychology of how, especially in the Latino community, we look at health because in general, it’s always been looked at as a negative thing and that’s something I’m trying to do with my TV segments.  And I’m glad that you mentioned that about diabetes not being glamorous and not getting enough air play because yesterday I was speaking with my producer about – my feeling is I need to discuss diabetes on the air at least every six weeks, at least.  Personally, I’d like to put it on there at least once a month because, you know, if I’m on today, in a week, they forgot what the spot was about.  You forget what the segment was about.  Something like diabetes, we keep bringing it up over and over and over on television so that’s what we’re doing.  So diabetes…


SENATOR ESCUTIA:  What does your producer say?


DR. PACHECO:  She said, “Fine.”


I told her this is an extremely important issue.  It’s very--you know it’s an epidemic in our community.  I told her I’m testifying at the Senate hearing that you’re putting on and that it’s a very, very important issue that we need to keep addressing because you know how it is.  You see it over and over and over again.  It increases the awareness so that’s step one for us.


So how do we implement some of this stuff?  Oh, what I should say, is with this program, this will be the first time in the country that it’s being put on entirely in Spanish, so all the lectures are in Spanish, remember, and they’re all fun.  The speakers have to be motivationists, can’t be boring; otherwise no one is going to stay, they’ll fall asleep.  They’ll get hypoglycemic.  All of the hands-on sessions, all in Spanish.  All of the exams, all in Spanish.  The lunch has to be relevant to our community.  The dietary information, it’s all going to be relevant to the community.  And then the plan is to then roll this out nationwide for the Spanish-speaking population.  Since it’s already a nationwide program with actually very good support--for example, the ADA has been involved in this and through the Los Angeles Latino Diabetes Coalition of which I’m chair, we’re working on this.  I see the ADA is here.  Louise Mata from MEHEC ??? is going to be involved in this, your group.  In other words, we want it to be inclusive in what we’re doing.  I’m hoping that Doctora Bracho will come on board and help us out with her expertise because, the more people we have doing this, the stronger the programs will be so this will be all in Spanish.


All right.  What are some of the different options?  Number one, we need to increase awareness.  Obviously, it comes down to a budget.  But I think with this market, and we have to look at it as a market--so even though I’m a physician and I’m a family doctor, remember, these patients out there, they’re becoming more and more savvy, they’re becoming more and more educated.  So our patients are more and more savvy and more and more educated; they’re becoming health consumers.  Just the way there are consumers to go buy a car, they’re becoming health consumers.  They know what’s going on so we have to approach them in a very sophisticated way and an entertaining way.


Radio works with the Latino population, radio works, and there’s many different things we can do.  There’s call-in shows.  Actually, I’m negotiating with a national network now to do a call-in show that’s going to be in 44 markets around the country, including LA, Orange County, San Diego, Fresno, and Northern California, et cetera, so that we have opportunities there.  Commercials on radio can be effective.  Buses, buses work, because a lot of our patients take the bus.  Put bus ads on the outside; you can put bus ads on the inside.  They’re relatively inexpensive but it’s got to be against something entertaining.  Don’t just scare them off.  But even simple messages, sabe usted su azuca? -- do you know what your blood sugar level is?  Does anyone in your family have diabetes, just to get the awareness up.


TV, obviously, also works.  It has to be done very well.  It has to be produced well.  The costs go up.  But at least, I know from the public service standpoint, we can continue to do the diabetes awareness through the news and they’ve been very supportive over at Univision.  And then health fairs, like the one I just mentioned, and then obviously, I don’t even have mentioned here the programs like Doctora Bracho’s, the Community Outreach Programs, but we can help increase the awareness for those programs through the media.  Fortunately, now we have enough, I guess, good, strong contacts that we can make this happen.


Thank you.


SENATOR ESCUTIA:  Thank you so much,


Much success in your taking control of the diabetes program.


And our next speaker and our last speaker will be Dr. Albright, Director of the California State Diabetes Control Program, and also President, Western Region of the American Diabetes Association.


Thank you so much.  Again, if you can be brief.


DR. ANN ALBRIGHT:  Absolutely.  It’s lunchtime.  Those of us that have diabetes are really eager to eat.


I’m going to just hit the highlights here for you.  I’ve just got to open by saying I’m ecstatic about the things I’ve heard today.  Having lived with diabetes as long as I’ve had, I celebrated 32 years two weeks ago, and I am so hopeful.  It’s the first time ever in my life I’m willing to say I’m hopeful.

Senator Escutia, thank you for what you’re doing to help give us hope and to help us stay focused on this problem.  So I think that we are seeing advances that we’ve never seen before, both in media, both in awareness, but we still have a long way to go.


I just have the chance to be returning from Washington, D.C.  I’m testifying before the House Appropriations Committee and actually meeting with President Clinton on Tuesday, Super Tuesday, and talking about diabetes with our national leaders and our state leaders.  And we are seeing movement happening but it is movement that is long overdue and it is movement that must be picked up at a much more rapid pace.  It’s clear from all of the previous speakers, California has a huge problem.  We have a tremendous problem with diabetes.  And I think that with programs such as the Diabetes Control Program, which, when I came to this program four-and-a-half years ago, I didn’t even know what the Diabetes Control Program was in the State of California.  I’ve been in diabetes a long time and I thought, oh, this is horrible.  We have no idea that we even have this program.


So in that time period, we had a miniscule budget.  It was $250,000 funded by Centers for Disease Control and Prevention.  In that intervening time, we were able to get a grant, a larger grant from CDC, and bring on people, such as one of my staff in the audience, Mary Lou, who covers this area of LA and we have regional staff around the state helping to implement activities coming from the Diabetes Control Program.


We want to address a number of things.  We have a huge charge to address diabetes in California.  We were established, as I said, in 1981.  We’ve been around for a long time.  In my opinion, that means we really need to show tangible results of the state program.  It’s why the philosophy we have with the state program is not to be housed only in Sacramento in not very comfortable cubicles but to be out and about and in the state where people who we work with, our partners, can actually see and feel tangible results.  And I need to really underscore the fact that our work in the Diabetes Control Program is clearly done through partnerships.


We have incredible partnerships with people around the state, many of whom are represented in the room.  It’s awesome to see all of you here.


We began implementing our program, a statewide comprehensive program, in 1987.  In an overview, our goals are to define the burden of diabetes, which we do through surveillance.  Much of the data described today comes out of our program at the state.  We are the ones that conduct the surveillance data, developing new approaches, implementing those measures, and coordinating.  We’ve talked a lot today about the need to coordinate our activities.


I am, as I said, so encouraged by what I’m seeing happening with the numbers of people that are paying attention to diabetes now.  But we do tend to be doing a lot of things and we need to get our oars moving more in the same direction.  So we need more coordination with our activities.  We work in the areas of health systems, in the areas of health communications, and in the areas of community activities and surveillance.  Those are the big four for us.  In health systems, we work on basic guidelines.  You’ve heard about those.  Mary Lou, her counterparts, Brenda and Kathy and others, myself, work with meeting with health plans and medical groups.  We consider ourselves to be the carrot.  We are hoping __________, the things that health plans must be accountable to, will be the stick and we can be the carrot.  We’re here to help you.  We don’t want to beat up the health plans but we do want to challenge them and challenge them to do a better job with diabetes care.


We also are working on things like the California Cooperative Health Care Reporting Initiative, the largest coming together of a project of health plans and medical groups, to my knowledge, in the country.  We have done a Medi-Cal, Type II diabetes management project, the results of which are being analyzed right now.  Our hope out of that project is not publications and journals per se.  It is to change policy.  And to demonstrate to Medi-Cal, that by delivering services of this nature, we do truly save money and the investment is worth it, absolutely.


We’re working on a U.S./Mexico border project, and we also have been involved with Senate Bill 64 which has been discussed earlier today, finally.  I swore I would never leave this job until we can get meters and strips for everybody with diabetes, so we’re making headway in that direction.  Our border project is very encouraging.  Hopefully, we will be able to get the necessary funds in order to carry that out.  Those are really selected projects in our health system’s arena that we think are most relevant to this audience.


In health communications, near and dear to my heart is public awareness about diabetes.  I feel like we have been under a bushel for far too long.  And until people know how serious diabetes is, understand the disease, and are willing to take action, we are continually going to be spinning in the wind.  So we really do need to have messages in front of people on a regular basis.  We are very connected with the National Diabetes Education Program.  And I think that we need to help coordinate those efforts because of the fact that media and marketing is very expensive.  I do have somebody that works on that in this particular program.  We have done numerous interviews in both Spanish and English around the state, appeared on numerous TV programs.  We also now have a Web site.  And while we have slides, let me give you our Web address.  It is www.dhs--for Department of Health Services--.ca.gov/diabetes, and you can get on and read about the Medi-Cal project and any of the other materials that we have.  So again, that’s www.dhs.ca.gov/diabetes.

In the community activities, let me just hit and highlight our partners.  We work with the Latino Community Diabetes Council and the wonderful work that they do.  Diabetes Today, we work with migrant farmworker groups.  We work with the National Asian Women’s Health, Reach and Herza ??? projects are projects that we are connected with at a national level and are bringing them to the state level.  These are Reach grants from Centers for Control specifically to eliminate disparities, and the Herza project is indeed to help out in the community clinic.


Surveillance, I think you probably all--based on the litany of data that you’ve heard today--understand and realize how important it is to collect that data.  It is costly to collect that data and it is difficult to collect that data.  Diabetes is not a reportable disease.  We have to rely upon the behavioral risk factor surveillance survey, which is a random digit-dial survey that is done out in our state.  And how many of you will pick up a phone and answer surveys?  So it is expensive to collect that data.  We’re looking for ways to get at  harder-to-reach populations but it is costly to collect that data.


We do have enough evidence now to say without question, beyond a shadow of a doubt, that good control will reduce and hopefully prevent the serious complications of diabetes.  We still are facing the fact that too many people don’t know the seriousness of diabetes, don’t know they have it, don’t know how to control it, or are not getting access to those services.  So our job is still very tall, it’s very large that’s ahead of us.  But we have such creativity and such passion around this disease, that as I also will be back in D.C. next week to work, chair the Government Relations Committee for ADA, a national rally on Capitol Hill where we had over 3 million signatures on petitions around diabetes, we are hearing more messages in the news about diabetes, but we have to organize and begin to speak in a more unified voice around diabetes issues.  And as I was asked to close, changing hats, so I have to sort of step off--I promised the state I’d step off and now I’m stepping back on.


I am now speaking as the Chair of the Government Relationships Committee and President of Western Region for American Diabetes Association.


We have some real issues in the state around funding of diabetes efforts, and you have heard today, things about promotoras, things about public awareness, and the state has been asked to put together work in that area.  It has not been funded; it is not being funded.  I’m aware that the Diabetes Control Program has a single staff person that’s paid for by the state and that is it.  That is the only contribution to those efforts.   Our Medi-Cal project was funded by the state.  We know and we are counting on the state to rise to the occasion.


The feds are supporting a lot of what’s going on and we need to step forward as a state, we need to step forward at the county level, and we need to step forward in our community.  So on behalf of the American Diabetes Association, I would encourage each of you to think about how we can support our elected officials in helping the state understand the burden of diabetes and act on that knowledge of this burden because the problem is going to get worse, as was stated earlier.  The prevalence is on the rise.  It’s expected to double in our state in the next 15 years.


SENATOR ESCUTIA:  Well, Dr. Albright, you know, maybe the ADA can take the leadership.  If you’re already planning this rally in Capitol Hill, I would suggest that you plan a similar rally in the Capitol, in Sacramento.  I mean just yesterday I was at a rally for about 300 people who now all of a sudden they’re interested in child care and they’re making their voices heard; they’re bringing their people up to the Capitol to knock on doors of legislators’ offices, as well as the Governor’s office.  I think we need to see that type of activity on the part of people who care about diabetes.  And I don’t know which is the agency or the organization to take a lead effort in that because we have a lot of wonderful and creative programs, but somebody’s doing this over here, somebody’s doing that over there, and no one is providing a systemic leadership, you know, systemic leadership, you know, so that the focus is very narrow, very targeted, and very aggressive, I mean very, very aggressive.  I’ve always assumed that it should be ADA, you know.


I don’t know whether it should be you.  Maybe it’s another organization, but I mean definitely count on my support as the legislator to already make sure that this issue gets properly funded in our state budget.  But look at this, it was only just me and Assemblywoman Sheila Kuehl.  I mean my Health Committee is larger than this and I couldn’t get anybody to attend.  So I also feel that I’m spinning my wheels and I don’t have the support that I need in order to highlight this issue to be one of the top public policy priority because it is a public epidemic so I’m looking to you, to your group, to provide that type of, you know, momentum, that can translate to the proper public policy that needs to be done in Sacramento.


So good for you for having your rally in Capitol Hill.  We need that same kind of rally in Sacramento.


DR. ALBRIGHT:  Absolutely.  There’s no question.  And I think that those kinds of things absolutely should be replicated and need to be replicated.  I think one of the things the Diabetes Control Program is, wearing my state hat is, we do try to serve as a coordinator of efforts.  We connect people to services.  We try to serve as a coordinator because we are more of a neutral body.  We are not a fundraising organization and clearly a number of the entities here have to survive and they have to compete for those funds.  So the Diabetes Control Program works to serve as a neutral convenor of bringing those groups together, but each of those organizations still has to maintain its own identify and still needs to receive support.  We do not need to be a community divided and have in-fighting and have lack of support.



Our battle is against diabetes.  It should not be against each other.  So I think that we do need to have more coordination but people also want to own it and touch it and call it their own.  So somehow, we have to account for that as well, give people some ownership and lead and things and share that leadership amongst the creative parties that we have.


SENATOR ESCUTIA:  Thank you so much.


This hearing is almost coming to a close.  I will allow five minutes for public comments.


Any public comments right now?  Very quickly, because I am an hour late.


MS. KATHY NAVEJAS:  We know the concern that you have because we are daily going into our senior centers with the help of American Career College, giving us students to do screenings on a daily basis.  What I’m finding is there are so many people in that community that are diabetics.  They don’t know where to go for help, they don’t know how to get the medication, similar to what Dr. Bracho is doing in Santa Ana.  There’s a great need in our community.


There are the City or Bell Gardens, Bell, Huntington Park, Cudahy, Los Angeles, Downey, Maywood, South Gate.


SENATOR ESCUTIA:  Let me ask you a question, Kathy, since you represent a hospital.  Could your hospital absorb the cost of some of these promotoras?


MS. NAVEJAS:  We are trying to do this in conjunction with our staff, our nursing staff, our physicians referring to physicians, putting referral networks, getting everybody to work together in a collaborative so we can get these people to the right kind of services that are necessary.


SENATOR ESCUTIA:  What about your hospital taking the lead in perhaps in being the training center, the training nucleus, of a group of community health workers?


MS. NAVEJAS:  Our CEO, Charles Martinez, has sent me here specifically to discuss that --


SENATOR ESCUTIA:  Wonderful.


MS. NAVEJAS:  -- and to put that on the table here.  We’d be happy to have that collaborative meet.


SENATOR ESCUTIA:  We’ll have that discussion later.


MS. NAVEJAS:  Exactly.  But just briefly, if I could just have Richard tell two minutes of about his experience because that does make a difference coming from the community.


Richard.


MR. RICHARD WISEMAN:  Senator.


SENATOR ESCUTIA:  Thank you so much for being so patient at waiting.


MR. WISEMAN:  I’m not going to spend a lot of time and I’m only going to take the two minutes.  I want to tell you what.  My cholesterol was running close to 500.  In fact, about 25 years ago when my dad died, he died of cholesterol that was running over 500, but this was an inherited thing.  It was not -- in my uncle, my two aunts, my daughter, my sister are all fighting these cholesterol things, and my sister right now is between 450 and 500 and medicine is not working with her. 


I had a little over two years ago, I had my sister--excuse me--my brother and my mother and I all went into the hospital in the same week, the first week of November.  My brother had his hip replaced; my mom went in six weeks later, died; I never got to see her again, and I went and had a four-way bypass.  My heart was calcified; my heart valve was calcified.  Before I go into the operation, I talked to two people, my brother-in-law, who had a four-way bypass.  Six months before that, he was in for six days.  He didn’t look so bad; he’s okay.  And I talked to my friend in the FBI who’s been my close buddy ever since we graduated from high school, and he, about two years before that, had had a four-way bypass and he was in there for five days.  I thought this wouldn’t be so bad.  But when I got in there, I never woke up for seven days.  I was in there for 21 days.  I only survived by the prayers of many people.


How did this get to diabetes?  I’ll tell you, because I had this slit all the way down my leg where they took out all the veins and half way down this one here.  And it just didn’t seem to be healing right.  It just didn’t seem right, and I thought this was my heart.  Last May I was in Europe on a ten-day tour around there collecting 50,000 miles of free flying.  And when I got back to London, I was there for one week.  I went on 35 trains in that week.  And every time when I got off the train, started to climb up--my time’s running out.  Okay.  I’m sorry.


But I didn’t know why I was so weak and why I had all these people trying to go up the ramps ahead of me.  But I went to see the general of the Salvation Army for the whole world.

He told me, he said, I’ve gone through China with him, and he said, “Dick, are you sure you feel all right?"

I said, “Oh, yes, sir, I’m fine.”

But I just wanted to get home.  When I got home, I went to the Senior Citizens Center over in Cudahy there and they had a couple of nurses there and asked to take my blood pressure.  The took my blood pressure, around 160 and something like this.

And she said, “By any chance you a diabetic?”

And I said, “No, I’m not diabetic.”

And she said, “Well, let’s test your blood sugar.”

So they did.  It was 463.  From then, she said, “You go to the doctor right today.”

Well, I didn’t make it until the next morning but they confirmed that it was over 400.  This morning it was 125.  I have not missed one day on that and I only had one shot of the other thing.  But I would never had known it, never have known it--and this is what I see in all your reports of all your doctors here.  I’m not a doctor.  I’m only a Wiseman--that’s my last name.  But it was something.  We need to know about it.

I was a school teacher here for 38 years in LAUSD.  I’m not embarrassed about it but I’m embarrassed by what’s been happening with it.  But there are so many times, and I ate the same lunch they did for the first 20 years.  In the last 20 years, I wouldn’t because they had all this pizza and stuff like this and I wouldn’t do it.  I knew it was bad in cholesterol, and knew it was bad on cholesterol.  But what I was watching, though, was seeing these kids in my room and other rooms and things like this, and they were all out there with their cans of sugar, sugar, sugar, sugar, sugar.

SENATOR ESCUTIA:  Mr. Wiseman, may I ask you a question?

MR. WISEMAN:  Yes.

SENATOR ESCUTIA:  You obviously, you said you had a family history of high cholesterol and illnesses.  And despite all that, your doctors had never screened you for diabetes?

MR. WISEMAN:  They screened me for diabetes at the time of the operation.  This was something that developed very, very late.  The reason I got into so much of the sugar – I hadn’t been eating a lot of sugar stuff--was because, when I went to Europe, I had a very, very bad experience on one of my five trips to China that came back and it haunted me.  And I said I cannot trust that water, and so I kept on buying cans of Sprite, 7-up, Gatorade.  And after I got back home, I went and got a whole bunch more of that.  But every time after I finished, I was ravenously thirsty and couldn’t figure out why.  And so this was all part of it when they made this discovery.  It was a door opening, I’ll tell you, and I was so grateful to the two nurses that Kathy brought over to this place out there at the Cudahy Center and found that thing out for me now.

If you look, I’ve got funny looking socks on here, and I have to cut those because it keeps on making my feet swell if I don’t release the pressure on the whole thing.  But I test myself every day and I really, really watch all the labels.

I’m sorry I’m so late.  I’ve got an hour to talk but you don’t.

SENATOR ESCUTIA:  Thank you so much, Mr. Wiseman.

MR. WISEMAN:  Senator, this is the first time anybody’s ever asked me to come to one of these…

SENATOR ESCUTIA:  I’m just so glad that you did.  You’re doing very well in terms of sending out your message.  Thank you so much.  (Applause)

Other public comments?  Very briefly, please.

MS. DIANA NANCY DeLEON:  …The President of the Latino…

SENATOR ESCUTIA:  What is your name?

MS. DeLEON:  Diana Nancy DeLeon.  And I represent a group of organized Latinos in the community that are very concerned about diabetes.  We started our group about four years ago and we’ve been working to try to bring this information to our communities, to our providers, to our leadership, and the importance of diabetes.


As I have shared with you before, the report that we conducted back in ’98 with regards to assessing the Latino needs and diabetes in our community; and from that report, we recognize and clearly it shows that there is a great need to begin collecting the data, that there is really no organized fashion.  And when we look at Los Angeles County and throughout the state, there is a great need to really put monies into that surveillance and data selection.


SENATOR ESCUTIA:  How do we collect the data if I heard one of the doctors claim that diabetes is not a reportable disease?  If it’s not reportable, how do we collect it?


MS. DeLEON:  We have to make it…


SENATOR ESCUTIA:  You have to make it reportable?

MS. DeLEON:  Yes.

SENATOR ESCUTIA:  Who determines that?

MS. DeLEON:  At the state level, how we collect our data information…

SENATOR ESCUTIA:  The state will determine that or it like a CDC, federal guideline, or what?

MS. DeLEON:  It all depends on where we want to look at it.  We can look at it from a national perspective or we want to do it at a statewide perspective.  I’m talking about it from a local perspective that we don’t have that data.  The data that we have is about two or three years old; and even that is sketchy because we don’t concertedly do this on an everyday basis.  And as we heard Dr. Albright talk, we have very limited funds in the State of California dedicated to diabetes from the data collection.  Without the data, we can’t say these are the numbers, this is the reality that is impacting our communities.

SENATOR ESCUTIA:  If there’s no data, then where does Dr. Pacheco get those numbers when he started off his presentation.

Where did you get your numbers, Dr. Pacheco?

DR. PACHECO:  __________.

DR. DeLEON:  Again, that is the basis that we have to go around searching.  I mean for us, it’s a community group.  We are grassroots.  We had very limited funding to even begin looking at this.  But again, you know, we recognize that there is a great need to systematically collect that data, not only locally but statewide and national.

I am currently on the National Diabetes Education Program, Hispanic Latino Subcommittee, working on the media campaign, and there is a great, you know, when it comes to implementing these campaigns, you know, there’s many there.  But when it comes to the grassroots or getting  people organized, and it takes a lot of effort.  I’m a volunteer.  I don’t do this as my job.  And the reason being is that no monies are being put so that we have more staff that can go out and do these kinds of things.

I love to hear what Dr. Pacheco--and we’re all working together in the community.  We really have to bring, organize our efforts, so that there is more money being poured into this effort and it doesn’t take one person.  I mean it takes all of us working together to identify those solutions.  And really, the word needs to get out to the community.

As a professional, I am a health educator by profession and I really see that there is very limited funding for education per se.  My job, my professional job, is working with migrant morial ???, teaching physicians about the importance about monitoring and clinical management.  One of the things is that I have a really hard time, you know, to justify getting an educator on board that can be paid to do this.  This is so important and it goes across all the managed care and clinical care.  And we talk about centers of excellence.  I mean to me, how accessible is that to our population?  We’re talking about Latinos that don’t have health insurance that can’t get into the systems, and we’re talking about centers of excellence when it costs to make that available to our communities.  So our diabetes is a multi-__________ problem.  We talked about obesity and the issues of that, the lack of recreational activities for our youth.  I mean it’s a social and truly, a truly academic problem.

SENATOR ESCUTIA:  It’s an economic issue also.

DR. DeLEON:  That’s true, very so.

SENATOR ESCUTIA:  Thank you so much.

DR. DeLEON:  Thank you.

SENATOR ESCUTIA:  Any additional public comments?

MS. NATALIE GUITERREZ:  I’ll be extremely brief.  My name is Natalie Guiterrez.  I’m the coordinator of a project up in Northern California out of Sonoma County that Maria Lemus referred to.  I represent the Redwood Community Health Coalition which is 19 community-based health centers in Napa, Marin, and Sonoma Counties.  And we have had a three-year project that has used community health workers as the core.  And although our focus has not been on diabetes, the only reason that I wanted to have a brief moment today was to say, as this problem continues to escalate and as we all start to put forth the effort to do things for the community that are going to be workable, that we should not forget that the community health worker is one of the components that must be in there in the future.  And also in that training and in that supervision of those community health workers, it must be community based.  We cannot train these folks in hospitals and stick them away in cubicles and health departments and hospitals.  These folks are successful in programs like America’s because they’re out in the community.

Our success, which has been mainly the enrollment, Healthy Families folks in Sonoma County, our great success has been because I don’t lock our outreach workers away.  They are out in the community every day.  People trust them, they know them, they live next door, there’s accountability, there’s reporting.  But that can be done in a way that does not require chaining them to a desk.  And I just want to underscore that because I think this is one of the areas in which we’re really going to see community outreach workers blossom in issues around diabetes and other diseases that become more chronic as time goes on.  So I just want to give you that little point and say that we’ve had a great success with using community health workers in community-level intervention.

SENATOR ESCUTIA:  Thank you so much.

Any additional public comments?

MS. CHERYL BERTRAM:  Just quickly.  I’m hoping that I can offer a possible solution or maybe being able to participate…

SENATOR ESCUTIA:  Identify yourself, please.

MS. BERTRAM:  Excuse me.  I’m sorry.  I’m Cheryl Bertram and I’m representing Presbyterian Community Hospital in Whittier.

I wanted to address what Dr. Fisher had to say with children.  And just in support to education, we take lay people and we educate them and how to infuse multiple medications in the home, and there should be no reason why we can’t take that to a school-age level and they do it competently.

Second, as there’s many programs that are already out there that are established by hospitals that should be able to assist in the education of those programs in the schools, such as mobile units that go out and do free vaccinations as it is at Immunizations Now, why can’t we add this to that and participate and make that part of it and educate the people in the schools?  We have diabetes centers that can also participate in that from the hospitals.  We all as hospitals have to be participating in the community.  Community benefits is part of what we do and that should be part of the solution.  So I myself would be more than happy to offer that from our hospitals.

SENATOR ESCUTIA:  Thank you so much.

Additional public comments?

MR. CARLOS QUINONES:  Hello.  My name is Carlos Quinones.  I was invited my Maria Lemus.  I’m a health educator for Planned Parenthood.  Even though we don’t address the diabetes issue at Planned Parenthood, we do target the reproductive health and we take the approach of the promotoras.  I’m a health educator for the Promotoras Program within Planned Parenthood and we have four health educators, that’s it, in San Diego/Riverside County, but we have 34 promotoras working for our agency.  They go through a 16-week program, just like…

SENATOR ESCUTIA:  Dr. Bracho.

MR. QUINONES:  Bracho, I’m sorry, Dr. Bracho’s __________ program.  They go through a 16-week program, an hour-and-a-half, each session.  And we educate them on the prevention, STIs, HIV, and contraceptive methods, and they go and talk to their neighbors and their wives, husbands, or whatever they’re in contact with.  So that __________, I think, is most successful going out there and doing it, you know, hands on.  And I don’t look like this every day.  I’m more tennis shoes and jeans because I’m out with the migrant population.  We have a four-wheel drive, go knock on the shacks where they live and to make them aware, not only the methods but also the services that we offer in how to access the services too.  So they’re getting empowered, plus they’re getting the services done.


SENATOR ESCUTIA:  All right.  Thank you so much.


Any additional public comments?


I just noticed the security guard coming in, ready to kick us out.


MS. NANCY DAMIANI:  I’ll be brief.  Good afternoon.  My name is Nancy Damiani and I was invited to this meeting by Franco Reyna ???, and I’m also going to be part of the coalition that you’re developing in East LA.  I was working at Cudahy.  I work for the WIC program; I’m a dietician.  And I was seeing the high-risk clients there for six years.  I was recently promoted and now I’m in Paramount.  And I have two children who developed juvenile diabetes, and one of the mothers brought me the food pyramid.  That was the only instruction she was given by the physician, so I work very closely with this mother to get the child’s sugar normalized.  And finally he was school-aged.  Between the ages of three to five, there’s a special class, I believe you mentioned, Dr. Fisher.  It’s the orthopedically handicapped class, and that class is not because the child’s handicapped but it’s because there’s a nurse available at the site.  So I referred that child; and subsequently the next child that developed diabetes, and these kids are coming home with blood sugar levels of 500.  And the staff was well-informed of the children’s condition.  That’s why they were referred--that’s why I referred them to the class.


What happens is, there’s a big turnover of staff at the school, so maybe their first people that work with these kids are informed and it’s written in their individual education plan that they’re not supposed to eat certain foods.  But if you have this high turnover of people, these plans are just on paper but they’re not being processed.  And the mothers would come to me very upset and I would go and call the school, and I would document this in my WIC notes, which are computerized.  And for whatever reason, my supervisor likes to use my notes as an example to state WIC and I got in trouble for intervening with these kids because supposedly this is medical nutrition therapy and we’re only allowed at WIC as dieticians to review guidelines that are given by the dieticians at the clinic.  But where are these dieticians at the clinics?  They’re not there and these kids are not getting instructions.


Every time I get a gestational diabetic, because I also see gestational diabetics, or a child with diabetes, I’m supposed to get this wonderful diet plan that they get at the doctor’s office which they never do get, and my job is to review it with them, not to give them a calorie diet and not to tell them what they cannot eat.  I cannot even tell them don’t drink juice.


One of the reasons why I’m sharing this with you is because I would enlist your support for any bills that are related to medical nutrition therapy because the dieticians are a very important part of this whole process.  I haven’t heard very much about nutrition education.  I understand, I appreciate the idea of the promotoras, and I think dieticians should be at the forefront educating the promotoras, and basically I’m very happy to be part of this whole coalition.


SENATOR ESCUTIA:  Thank you so much.


Any further public comment?  Any additional public comment?


Seeing none, let me just briefly summarize.  I think we can all agree that it’s an epidemic.  I think we can all agree that we have different clients here.  We have, you know, from children as small as two-, three-year-olds, to our patients like Mr. Wiseman.  I think we have a problem here obviously in terms of early detection, early diagnosis, and treatment.


I think we also have wonderful solutions, wonderful ideas, but they’re not being coordinated.  There’s no systemic plan.  And I challenge one of these agencies, whether it's ADA or somebody else to basically put their money where their mouth is and start doing the efforts towards making this a public issue.  You know, I will do my share as the Chair of the Senate Health and Human Services Committee but I am only one person.  I’m only as effective as you make me, you know.  This is the type of campaign that has to basically hit the streets of Sacramento, hit the steps of the Capitol in Sacramento, with all of you and all of your patients and all of your families behind you, making an all-out assault, you know, on the Legislature, as well as on the Governor.


I will set it up from my efforts, on my part.  My staff are already taking notes that we will be submitting budgetary request items, to make sure some of these programs are properly funded.  And I also have introduced Senate Bill 1320, which is my bill on diabetes, which is a combination of school nurses, combination of establishing the plans at the school protocols that they must follow, which obviously that means I’m probably going to get into big trouble with the school districts, as well as the plans must include, obviously, certain nutritional standards that must be met in terms of the lunch or the breakfast program, as well as physical education back in our schools, and also the establishment of a council for nutritional and physical activities for children and adolescents.

It’s an issue that is obviously, for very personal reasons, having been a gestational diabetic and having yet not quite gotten rid of the sugars.  They’re still there in my system, you know.  It’s obviously for very personal reasons that it’s become a big issue in my life.  And it’s true, you know, it’s me and my family.  I want to be around for my kids.  I have a four-and-a-half year old and a 15-month-old so I want to be around for them.

I also challenge you; I also challenge you to go beyond your communities and to come into more of these forums and to talk amongst each other, to talk amongst each other, as to how we can do this in a far more effective manner.


This is the first of a series of hearings and I thank you all for coming.
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